How do Mothers of Adolescents with Anxiety and/or Depression Understand and Conceptualise Their Child's Experiences: Towards a Grounded Theory of 'Recovery' in Child Mental Health (Volume 1). by Pons, Rebecca.
How do mothers of adolescents with anxiety and/or depression 
understand and conceptualise their child’s experiences: towards a 
grounded theory o f ‘recovery’ in child mental health
by
Rebecca Pons
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Volume 1
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2010
©Rebecca Anne Pons 2010
ProQuest Number: 27726975
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27726975
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLC.
ProQuest LLC.
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106- 1346
Introduction to the portfolio
This portfolio contains a selection of work completed across three years of the 
PsychD Clinical Psychology training programme.
Volume 1 contains (1) the academic dossier, which includes: two essays, three 
reflective accounts of problem based learning exercises, two summaries of process 
accounts of a case discussion group; (2) the clinical dossier, which includes: a 
collection of summaries of the five clinical case reports (one of which is the summary 
of an oral presentation) together with a summary of the experiences gained across 
five clinical placements; (3) the research dossier contains a service-related research 
project, qualitative research project and major research project.
Volume 2 contains (1) the academic dossier, which includes two process accounts of 
a case discussion group in full; (2) the clinical dossier which includes the full four 
case reports and documentation for the oral presentation of clinical activity, and the 
documentation from each clinical placement including contracts, evaluation forms, 
logbooks and trainee feedback forms. Due to the confidential and sensitive nature of 
the material contained within this volume, it will be held within the Clinical 
Psychology Department of the University of Surrey
This portfolio aims to give the reader an overview of the breath of clinical, academic 
and research work completed over the three years of training. By presenting the work 
in order of completion, it hopes to reflect the development of skills over training.
Statement of copyright
No part of this portfolio may be reproduced without permission of the author, except 
for legitimate academic purposes. ©Rebecca Anne Pons 2010
Acknowledgements
I would like to thank members of the course team for their support during training, 
particularly my academic tutor, Mark Hayward, and research supervisors Laura 
Simonds and Mary John.
I would also like to thank my placement supervisors for their support and for making 
my placements such positive experiences, especially Emily Howard and Sinead 
Marriott. Particular thanks goes to the clients I have seen throughout training, who 
have shared their stories with me.
My thanks also go to my fellow trainees who made training such an enjoyable and 
supportive experience.
Finally my thanks goes to my family and friends who have supported and encouraged 
me throughout training, I could not have completed the course without them.
VOLUME 1
CONTENTS PAGE
ACADEMIC DOSSIER 
Essays
Adult Mental Health Essay...............................................................2
Critically evaluate the contribution o f attachment theory to the 
formulation and treatment o f an adult disorder
Organisational and Professional Issues Essay 20
Emancipation versus empowerment (Stickley, 2006)? Is the 
involvement o f service users and carers in the development and 
planning o f mental health services perpetuating existing power 
imbalances?
Problem Based Learning (PEL) Reflective Accounts
PEL Reflective Account 1 38
The relationship to change
PEL Reflective Account 2................................................................... 48
Working with people in later life, their families, and the 
professional network
PEL Reflective Account 3................................................................... 56
How do we know i f  ‘Improving Access to Psychological Therapies 
(IAPT) ’ is working?
Summaries of Case Discussion Group Process Accounts
Summary of Case Discussion Group Process Account 1 64
Summary of Case Discussion Group Process Account 2 66
CLINICAL DOSSIER
Overview of Clinical Experience
Adult Mental Health Placement............................................
Learning Disabilities Placement ......................................
Child and Adolescent Mental Health Placement..................
Specialist Placement: Children Looked After
Older Adults Placement.........................................................
Case Report Summaries
Summary of Adult Mental Health Case Report 1
Cognitive behavioural therapy with a woman in her early 
thirties presenting with depression
Summary of Adult Mental Health Case Report 2
Cognitive behavioural therapy with exposure and response 
prevention with a black British woman in her twenties 
presenting with obsessive compulsive disorder.
Summary of Learning Disabilities Case Report
An extended psychometric assessment with a 26 year old 
man with a learning disability
Summary of Child and Adolescent Case Report 
(Oral Presentation)
Motivational interviewing with a diabetic adolescent
Summary of Specialist Case Report...................................
Extended psychodynamic assessment and formulation 
with a 17 year old male looked after child
.70
.70
.71
.71
.72
.74
.76
.78
.80
83
RESEARCH DOSSIER
Research Log Checklist 86
Service Related Research Project.................................................  88
Audit o f  referrals to a Primary Care Mental Health Team 
(PCMHT)
Abstract of Qualitative Research Project 118
Exploring trainees 'perceptions o f pregnancy and motherhood 
during clinical psychology training, focusing particularly on 
whether there is a right time to have a baby.
Major Research Project (on paper)..............................................................120
How do mothers o f adolescents with anxiety and/or depression 
understand and conceptualise their child’s experiences: towards a grounded 
theory o f 'recovery ’ in child mental health.
Academic Dossier
ACADEMIC DOSSIER
Adult Mental Health Essay
ADULT MENTAL HEALTH ESSAY
Critically evaluate the contribution o f attachment theory to the formulation and
treatment of an adult disorder,
YEAR 1 
DECEMBER 2007
2
Adult Mental Health Essay
INTRODUCTION
John Bowlby is widely regarded as the founder of attachment theory. He proposed a 
model of development which postulates that the formation of emotional bonds to 
caregivers in childhood effects psychological well-being throughout life. According 
to this theory, formulations of adult psychopathology are based on investigating 
disruptions to the process of forming bonds with caregivers in childhood, for example 
loss, separation and abuse. It follows from such formulations that treatment of 
psychopathology is based on understanding the importance of attachment 
relationships and the effect of disturbances in these relationships, both in the present 
and past. From this understanding, efforts can then be made to change current ways 
of thinking and behaving (Bowlby, 1988).
Rationale
My own interest in attachment theory stems from my personal experiences of parental 
divorce. I have often wondered how separation from my father in childhood has 
affected me in the long term. My own personal reflections led me to believe that this 
disruption to the bond with one of my main caregivers has had a lasting effect on my 
psychological development. This feeling has been given further impetus from my 
parents’ descriptions of a change in personality at this time from an outgoing 4 year 
old, to one who became more cautious and withdrawn and who suddenly began to 
show separation anxiety. My mother particularly recalled me clinging on to my 
fathers’ legs and screaming for him not to leave me every weekend, a behaviour 
which continued for months.
I have decided to explore the adult disorder of depression because within my current 
placement I have been working with a number of depressed clients. For these clients 
disruptions in their relationships to other important people in their lives appear to be 
one of the main factors in their difficulties. I hope that by choosing to explore this 
topic I will develop a greater understanding of the usefulness of attachment theory to 
the formulation and treatment of depression, which may increase my ability to 
successfully support these clients.
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Focus
In this essay I will firstly outline the main components of attachment theory in order 
to provide a theoretical background to the essay. I will then discuss arguments 
surrounding the extent to which attachment theory contributes towards the 
formulation of depression in adulthood before discussing how attachment theory 
contributes to the treatment of depression. This decision to split discussion of 
formulation and treatment may at first consideration seem arbitrary given the close 
link between the two. However my reasons for doing so are that the literature seems 
to be split on the usefulness of attachment theory as a theoretical model for 
understanding depression and as a clinical model for treatment. I will then consider 
how attachment theory fits in with current government and NHS priorities and 
subsequent clinical practice. Finally I will draw conclusions on the contribution of 
attachment theory to the formulation and treatment of depression and the clinical 
implications of this.
EVALUATION OF CONTRIBUTION OF ATTACHMENT THEORY TO THE 
FORMULATION OF DEPRESSION 
Outline of attachment theory
The core premise of attachment theory is that children are bom with the 
predisposition to be attached to caregivers. In order to form attachments, infants 
engage in behaviour which results in them maintaining proximity to their caregiver. 
This behaviour is evolutionary adaptive as proximity to caregiver reduces risk of 
harm (Bowlby, 1980). A secure attachment relationship allows the child to explore 
the world with the knowledge that they can seek out their carer for comfort and 
protection (Sable, 1992).
Central to the link between attachment and later psychopathology is the concept that 
the child internalises their experiences of the attachment relationship with their early 
caregivers forming representations or internal working models of the self and others
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(Bowlby, 1980). It must be noted at this point that how these working models develop 
is not based on objective events alone (e.g. parental divorce, abuse, rejection) but on 
how the child experiences and interprets their experiences.
Two basic attachment types can be identified: secure and insecure. When experiences 
lead to the expectation that caregivers are available and responsive, a secure 
attachment develops (Bowlby, 1980). The child develops a representation of the self 
as loved and others as loving. This will enable self-reliance but also the ability to 
accept help when needed (Sable, 1992). Infants who experience their attachment 
figures as rejecting and unavailable will develop an insecure attachment with 
representations of the self as unloved and others as unloving (Sable, 1992).
Once formed working models tend to generalise and become unconscious and 
therefore not easily adapted with later experiences. They include both affective and 
cognitive components of relationships and effect how attachment related thoughts and 
feelings are processed (Sable 1992). If the ways in which these thoughts and feelings 
are organised are maladaptive this can then lead to depression in adulthood. Bowlby 
(1988) drew on information processing models to describe how these working models 
lead to the selective exclusion of certain information to maintain the maladaptive 
views of self and others. This leads to the exclusion of the signals that should activate 
attachment behaviours with its associated feelings, enabling the person to love and 
experience being loved (Biringen, 1994).
Bowlby (1980) identified three types of childhood or adolescent experiences which 
are of particular importance to the later development of psychopathology. The first is 
the experience of being unable to form a stable and secure relationship with parents 
despite efforts to do so. The child may attempt to fulfil often unrealistic expectations 
but fail leading to the tendency to interpret losses suffered later as further examples of 
the inability to form and maintain relationships. Secondly, if the child is told 
repeatedly that they are unlovable and inadequate. This can lead to the development
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of a model of themselves as unlovable and of others as rejecting. Thirdly the actual 
loss of a parent can lead to the belief that the person is not in control and that any 
efforts to change their situation will fail.
Bowlby argued that the pattern of depression which emerged would depend on these 
childhood experiences and on the triggers for depression in adulthood. At the time he 
commented that ‘these views are based on fragmentary evidence and are still 
conjectural’ (Bowlby, 1980,pp.248). However research which has been carried out 
since Bowlby’s postulations does add support to his ideas particularly in terms of a 
link between parental death, unavailablility and abuse in early childhood, and an 
increased risk of depression in adulthood (Dozier et al, 1999; Harris et al, 1986; 
Styron & Janoff-Bulman, 1997).
Bowlby (1980) differentiates between two types of depression. He argues that a 
person who is temporarily saddened by a loss is psychologically different from 
someone who is chronically depressed. Depression emerges after a loss because 
behaviour becomes disorganised. Some people will be able to move on from the 
depression and reorganise their thoughts, feelings and behaviour. However, others are 
not able to do this and may become preoccupied with the pain they experience as a 
result of the loss. Bowlby (1980) argues that this detachment and self-centred 
thinking is a defensive function. This disconnection could result from early 
experiences, for example of being forbidden to think of their parents or themselves in 
a different way to how their parents dictate (Bowlby, 1980). This leads to the adult 
being unable to modify representational models of parent as less favourable and self 
as more so. So for example, following the loss of a partner through divorce an adult 
whose early attachment experiences led them to feel they are of low worth and 
unloved, may blame themselves for the partner leaving (Bowlby, 1980). They may 
see it as a reflection of their low worth, inability to be loved and feel helpless 
(Bowlby, 1980). Bowlby (1980) argues that the more persistent the depression, the 
greater the degree of disconnection and the more unable the person is to reappraise 
their internal working models.
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In many ways attachment theory’s formulation of adult depression makes intuitive 
sense to me. Bowlby (1980) argues that the most intense emotions arise during the 
formation maintenance and disruption of attachment relationships (e.g. falling in love, 
losing partner) and I would agree. Certainly Bowlby’s theory fits with a depressed 
client I currently work with. Unable to work because of health problems he has 
become isolated from his friends and is unable to maintain a romantic relationship. 
He has deep set difficulties with trusting people. It would be difficult to treat this 
client looking purely at his present situation. However there were a number of 
disruptions to his attachment relationships as a child. He experienced the loss of one 
significant attachment figure and abuse by another. It seems to me that it is 
imperative in this case to look at the client’s difficulties against the background of 
attachment theory in order to get a better understanding of what is contributing to and 
maintaining his depression.
In the next section I will examine how attachment theory fits in with another model of 
depression in order to decide what contribution attachment theory alone makes to the 
formulation of depression. It is beyond the scope of this essay to examine how 
attachment theory fits with all other models of depression, so I have chosen to 
compare it with Cognitive Behavioural Therapy (CBT). My reason for doing so is 
that according to current NICE guidelines (National Institute for Clinical Excellence, 
2007), CBT is the psychological therapy of choice for depression.
Attachment Theory and Cognitive Behavioural Therapy
Bowlby himself drew links between Attachment Theory and Beck’s theory of 
depression. Beck, widely seen as the founding father of Cognitive Behavioural 
Therapy (CBT) formulates depression as being about negative thinking which stems 
from core beliefs about self, others and the world. Both CBT and attachment theory 
are models of how cognitive schemas lead to the interpretation of events and can lead 
to depression (Bowlby, 1980). But Bowlby (1980) argues that they differ in that he
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relates the development of these schemas to certain types of childhood experiences, 
whereas he claims Beck’s theory offers no explanation. He argues that although Beck 
states childhood experiences are of importance he ‘pursues the matter no further’ and 
that Beck’s theory ‘attempts much less’ than his (Bowlby, 1980,pp.250).
This seems to me a rather unfair conclusion by Bowlby. I would argue that Beck’s 
model in fact seems to cover a wider more detailed explanation of depression, 
reaching outside purely attachment related issues. Both models point to the 
importance of predisposing factors which can often be related to attachment, for 
example having a depressed parent. They also see triggering factors as crucial but 
CBT recognises that these do not need to be attachment related but can be any factor 
which leads to a breaking of coping/defence mechanisms. Attachment theory 
however gives little attention to protecting and maintaining factors which Beck’s 
model holds as important.
The CBT model of core beliefs, negative assumptions and negative automatic 
thoughts also seems to provide a more structured theory of the formulation of 
depression. Although core beliefs may be based on early attachment experiences, 
other factors may also be important in the formation of such beliefs such as being 
bullied or punished by teachers at school.
For me the more holistic way of looking at the factors affecting an individual 
undertaken by the CBT model provides a more comprehensive and accurate picture 
when formulating depression. Depression is not always a result of attachment. For 
example in a previous job where I was working with older adults who had dementia, 
the onset of their cognitive difficulties was an important factor in the development of 
depression. I felt that the formulation of depression in these people was much more 
complex rather than being solely based on early attachment experiences. Factors 
which impacted were loss of job, loss of role, financial worries as well as biological 
factors related to the changes to the brain.
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To summarise, I feel that attachment theory gives a very valuable contribution to the 
formulation of depression. Its consideration of the effect of early bonds with 
caregivers on the later development of psychopathology fits with my clinical 
experiences and is supported by research evidence. Although the theory does not 
cover the comprehensive number of factors that CBT takes into account, it gives a 
rich, detailed account of one very crucial factor in the formulation of depression: 
attachment relationships.
EVALUATION OF CONTRIBUTION OF ATTACHMENT THEORY TO THE 
TREATMENT OF DEPRESSION
Bowlby worked within a psychoanalytic framework and discussed the treatment of 
psychopathology within this framework. According to Bowlby (1988), the treatment 
of psychopathology involves the therapist providing the client with a secure base 
from which to explore his internal working models of himself and others, eventually 
allowing him to reappraise and restructure these. To do this the therapist has five 
tasks (Bowlby, 1988). Firstly, they must first provide a secure place from which the 
client can explore his attachment experiences. Secondly, they must assist him in 
examining his current relationships. Thirdly, the client needs to be assisted in 
recognising the links between past attachment relationships and current relationships. 
At this stage the client needs to be encouraged to consider their expectations of 
attachment figures which will be based on their internal working models from 
childhood. Fourthly, the client needs to be supported to consider how his current 
expectations of attachment figures may be the result of childhood and adolescent 
experiences mainly with parents. Part of this process involves re-enacting and re- 
experiencing past relationships though the therapeutic relationship. Lastly, the 
therapist should facilitate the client to realise that his internal working models of self 
and others, developed through early experiences, may not be functional in the present.
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At this point these internal working models can undergo ‘rapid restructuring’ 
(Bowlby, 1988, pp. 118).
Bowlby’s ideas about restructuring the way you think about the self and about other 
people makes intuitive sense. It fits in with the CBT model which treats depression by 
supporting client to think about alternative explanations for their negative automatic 
thoughts and dysfunctional assumptions about others. However again attachment 
theory seems to fall short in that it lacks the substance of the CBT model of treatment. 
Bowlby writes very little about how exactly the theory should be applied in practice. 
In his theory of attachment he touches only very briefly on the application of the 
theory to clinical practice and although outlining these five tasks for therapists, he 
does not elaborate on exactly how the therapist should form a secure base, or support 
clients to explore or rework their internal representations.
Slade (1999) comments that Bowlby wrote little about the application of attachment 
theory to practice and that what he did write was ‘less evolved and dimensional’ than 
his developmental and theoretical writings (Slade, 1999,pp 576). An example she 
gives of this is what she perceives as his unrealistic claim that once people realised 
their working models were not realistic, they would put aside their long standing 
beliefs about them and reform new representations of self and others.
Biringen (1994, pp.405) notes that although ‘a groundbreaking base for empirical 
research’ there has been little application of attachment theory to practice. Bowlby 
himself noted the lack of clinical practice of his theory commenting that ‘it is a little 
unexpected that whereas attachment theory was formulated by a clinician for use in 
the diagnosis and treatment of emotionally disturbed patients and families, its usage 
hitherto has been mainly to promote research in developmental psychology’ (Bowlby, 
1988; pp.ix).
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A paper by Hamilton (1987) suggests a number of reasons why attachment theory 
may have limited contribution to actual treatment. In particular she emphasis the 
difficulties involved with the transference relationship between client and therapist. 
Bowlby (1988) suggested that in order to reappraise and change internal 
representations of self and others, clients need to re-experience past relationships 
through the therapeutic relationship itself. Hamilton (1987) questions whether the 
very nature of therapeutic relationships may actually mimic that of an anxious 
unstable attachment relationship, rather than provide a secure base. This is because 
the client’s sense of safety relies upon the unconscious defensive process which the 
therapist is trying to explore. This leads to high anxiety and the client not feeling safe. 
Further the therapeutic relationship can not provide some of the elements necessary to 
mimic this mother-child attachment including access to and organisation of 
information, physical contact and proximity, consistent and ongoing contact 
(Hamilton, 1987).
It must be noted that not all authors share this concern. Biringen (1994) postulated 
that the therapeutic relationship as outlined by Bowlby’s model allows the client to 
move away from the therapist and explore without risking total break of the 
relationship. Small disruptions in the relationship such as gaps in therapy are seen by 
Biringen (1994) as positive instead of leading to an anxious attachment. In fact he 
argues that secure base behaviour can be stimulated by interrupting therapy, or 
changing the therapist, by allowing the client a greater feeling of autonomy. However 
I do share some of Hamilton’s cautiousness. It concerns me that a client should be 
encouraged to form a strong attachment to the therapist when therapy is time-limited. 
This encouragement towards dependency seems to me to put pressure on the 
therapeutic relationship in a number of ways. Firstly the therapist would at some 
point need to end the therapy and with this degree of dependency the dangers that 
result for the client’s sense of self seem huge. Also it seems rather unnatural to try to 
model an attachment relationship in the superficial setting of the therapeutic 
relationship. I also think that it has the potential to cause a great deal of conflict for 
the therapist themselves in terms of ending therapy.
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However, at the same time I can see the validity of Bowlby’s suggestions for this 
form of treatment. I discussed this guide for treatment with a friend who is currently 
receiving psychotherapy and who experienced traumatic disruption to her attachment 
relationships. It seemed to me that for her the idea of forming an attachment with her 
therapist to explore these early experiences, although difficult for her to do, was 
something that she valued and that she felt was necessary given the traumatic nature 
of disruptions to her attachment relationships. So it seems that treatment following 
the model suggested by Bowlby may be useful for some clients. However I think that 
therapists need to remain cautious that forming a secure base may not be as easily 
achieved as Bowlby seems to suggest, and that there are a number of difficulties with 
forming such a relationship.
Hamilton (1987) argues that another reason why attachment theory has not 
contributed greatly to the treatment of depression is because of a divide in 
psychotherapy between the art of psychotherapy and psychoanalysis as a science. She 
argues that psychotherapists strive to immerse themselves in how the client is feeling 
and thinking. If they were to step back and look at the client objectively, applying 
theories and research, this personal quality of their work would be lost. Therefore 
Hamilton suggests that attachment theory should be used as a background concept, 
arguing that ‘attachment is all too palable we are surrounded by it, we can observe it 
and yet from a clinical point of view we cannot use it directly’ (Hamilton, 1987, 
pp69). She argues that ‘perhaps the most we can take from attachment theory is a 
fundamental change in our conceptual thinking about the aetiology, diagnosis and 
prognosis of disorders of human relationships’ (Hamilton, 1987,pp68).
Another possible reason for attachment theory being viewed as having limited 
contribution by some is that it goes against traditional psychoanalytic views about the 
origins of psychopathology and its treatment. Traditional psychoanalytic theories 
related attachment to parents as being due to secondary drives, primarily for food.
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According to Slade (1999) this led to Bowlby’s theory being rejected by some. This 
had the effect of encouraging Bowlby to make his position more extreme, arguing 
that internal experiences (fantasies, urges, impulses) were not imperative in 
psychopathology (Slade, 1999). This served to further the rejection by some in the 
psychoanalytic tradition. In addition Bowlby’s direction for treatment is in conflict 
with traditional psychoanalytic views. For example instead of the therapist acting as a 
blank screen for the client to project onto, according to Bowlby the therapist should 
form an actual relationship with the client (Biringen, 1994). Even further against 
traditional views, Bowlby’s model for treatment suggested that the therapist should 
talk with the client about their feelings rather than masking them (Biringen, 1994).
To summarise the contribution of attachment theory to the treatment of depression 
seems to have, so far, been small. The reasons for this may be: a lack of structured 
and detailed writing by Bowlby on how the theory should be applied in practice, 
queries as to whether a therapeutic relationship can safely and successfully mimic a 
true attachment relationship, conflict between Bowlby’s stance and that of the 
psychoanalytic tradition, and a hesitancy by some psychotherapists to apply research 
based theory to practice.
ATTACHMENT THEORY IN CLINICAL PRACTICE
One of the main ways in which attachment theory is limited in its contribution to the 
treatment of depression is its failure to fit in with current government guidelines. 
Firstly it is worth noting that more than 80% of patients with depression are cared for 
solely in primary care and therefore never reach the stage of being considered for 
intensive psychological therapy (NICE, 2007). Secondly NICE (2007) guidelines for 
the treatment of depression dictate a stepped approach. According to this approach 
people who present at their GPs with mild depression are first monitored to see if they 
improve without intervention, if they don’t then they are offered guided self-help, 
computerised CBT, exercise and brief psychological intervention. It is only when
13
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these interventions fail to work or if the depression is seen as moderate to severe that 
medication and more intense psychological intervention is offered. However even at 
this point attachment based psychoanalysis is not recommended, with CBT being the 
suggested treatment. In fact, a use for psychoanalytic psychotherapy is mentioned 
only once within the 2007 NICE guidelines for depression, and that is for the 
treatment of complex co-morbidities.
One reason for this focus on CBT as the psychological intervention of choice in 
depression is because of the evidence supporting its efficacy. In contrast there has 
been little research on the effectiveness of a psychoanalytic attachment theory 
approach to depression. As already discussed this may in part be due to a lack of 
detail given in Bowlby’s writings but it may also relate to attachment theory being 
hard to research. West et al. (1989) discuss the difficulties surrounding researching 
the effectiveness of the clinical application of attachment theory. They (West et al, 
1989) argue that outcome could be measured in terms of permeability of 
representational models of self and others. However they then point to the 
complexities of measuring such an abstract concept because representational models 
are internal concepts.
Another possible reason for the focus on CBT is that it could be argued that the 
government are concerned very much with economics and therefore the most cost- 
effective interventions are likely to gain support. For example, it is worth noting that 
even with moderate depression the recommended number of psychology session is 6 
to 8. It is hard to see how an effective attachment theory based psychoanalytic 
approach could be undertaken within this time frame. Also the NICE guidelines 
(2007) emphasise structured interventions. Therapeutic treatment as outlined by 
Bowlby lacks the detail to be structured and so again is at odds with current 
government priorities.
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Therefore it would seem that in clinical practice, attachment theory used as Bowlby 
outlined within a psychoanalytic framework is not the favoured option at least within 
the NHS. In this way it is therefore limited in its contribution as a theory to the 
treatment of depression. However I feel that within the recommended treatment of 
CBT elements of attachment theory can usefully contribute to an understanding and 
formulation of depression.
CONCLUSION
I think that attachment theory contributes greatly to an understanding of the 
formulation of depression. Evidence from studies of parental divorce, abuse and 
disinterest supports Bowlby’s notions that early relationships with caregivers is a 
crucial factor in the later development of depression (Dozier et al, 1999; Harris et al, 
1986; Styron & Janoff-Bulman, 1997). Attachment theory also fits with the current 
favoured psychological model of depression in the NHS, CBT. Both models argue 
that early experiences lead to ideas about the self and others and that these ideas are 
relatively hard to change. It could be argued that attachment theory is less of a 
comprehensive model of depression than CBT because of its focus purely on 
attachment information, neglecting other factors. However I think that this focus on 
early bonds fits with my life experiences of the importance of relationships to people. 
When you ask someone what is the most important thing in their lives, what they 
place the most value on, the answer is almost always a relationship. Clinically as 
well, the root cause of many of my clients’ distress can be traced back to an early 
attachment relationship.
In terms of the contribution of attachment theory to the treatment of depression, I 
personally find Bowlby’s suggestions to be at odd with my preferred therapeutic 
style. I find myself more at ease with a CBT model of therapy. Therefore the ideas of 
the therapist using transference to allow the modelling of a secure attachment 
relationship and the formation of a secure base seem to be at odds with my ideas
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about an effective therapeutic relationship. I am in agreement with Bowlby’s 
suggestion that in order to change negative thinking and assumptions which maintain 
depression, working models need to be explored. However, I don’t think it is 
necessary for the therapist to work as a secure base as such and for them to use the 
therapeutic relationship itself to test out ideas about attachment. I think that the 
therapist should act to facilitate the exploration of past relationships in a slightly more 
removed way. Being supportive and empathie but not attempting to model an 
attachment relationship as such with the client.
In reality attachment theory has failed to contribute greatly to the treatment of 
depression for a number of reasons. Firstly it does not fit with economic constraints 
which dictate NHS guidelines. Secondly it has not been widely applied in practice as 
noted by Hamilton (1987), Slade (1999) and Biringen (1994). This may be for a 
number of reasons: a lack of substance and structure of how the theory is applied in 
practice (Slade, 1999), the antagonising of the traditional psychoanalytic tradition by 
Bowlby (Slade, 1999), the conflict for psychotherapists in their role as therapist and 
researcher (Hamilton, 1987). Thirdly and perhaps in part due to this lack of 
application in practice, there has been a dearth of research evidence of its 
effectiveness which in the current drive towards evidence based practice, devalues the 
theory.
Clinical implications and future research
Although attachment based psychoanalysis is not a preferred treatment as outlined by 
NICE (2007), I think that it will continue to be used in the treatment of depression in 
clinical practice. From my experience I feel that the extent to which it is used and the 
ways it is used will vary between NHS teams and individual practitioners. In terms of 
the contribution of attachment theory to the formulation of depression in clinical 
practice, I think that again this will depend on individual clinicians. Certainly I feel 
that it would be of use for clinicians to include an appreciation of the effect of early
16
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attachment bonds in their formulations of depression, whether or not they intend to 
follow a strictly attachment driven psychoanalytic approach.
With the current drive towards evidence based practice, attachment theory could 
benefit from being evaluated in a research context. Although it is hard to 
conceptualise notions of working models in concrete terms, as highlighted by West et 
al. (1989), research could focus on pre and post measurement of outcome in terms of 
improvement in quality of life, improvement in mood and a decrease in depressive 
symptoms.
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Introduction
This essay aims to discuss the argument put forward in a paper by Stickley (2006) 
that service user empowerment initiatives, by hoping to ‘ascend the power ladder’ 
evident in mental health practice, actually reinforce the power of the dominant 
psychiatric profession and discourse (pp.571). He argues that as empowerment is 
defined and controlled by powerful agencies, this enables them to retain their power. 
Instead, he advocates emancipation, which involves service users working 
independently of services and outside the control of powerful agencies and agendas to 
bring about change.
I1 was particularly drawn to this topic because since starting to work in the NHS, I 
have become increasingly aware of the move towards service user involvement but at 
the same time I am often confused by the way in which service user involvement has 
been interpreted and implemented in NHS services. On researching this essay, the 
literature I found focused primarily on service user rather than carer involvement. I 
have therefore chosen to be guided by this literature and have focused on service 
users in this essay. However, it is important to consider why the literature, at least 
that I identified, focused primarily on service users and whether this could suggest 
that carers’ voices in arguments surrounding involvement are not being heard. It is 
also important to be aware that service user and carer views on involvement, and the 
nature of their involvement, may differ. For ease of communication, I will be 
referring to service users as if they are one homogenous body in this essay. However, 
it is important to note that, as outlined by Stickley (2006), such a group and collective 
identity does not truly exist.
1 1 chose to refer to m yself in the first person as I feel that this encourages se lf  reflection.
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Before discussion of whether empowerment and/or emancipatory initiatives are 
perpetuating power imbalances, it is first necessary to define these power imbalances. 
Stickley (2006) outlines a power imbalance between the psychiatric profession and 
service users, which is enabled though discourse. He argues that the psychiatric 
profession ensures dominance through the power and knowledge of their discourse, 
as it excludes those not educated in this language. Service managers and policy are 
also powerful agencies. In accordance with Foucault’s theory (1972; cited in Stickley, 
2006), these agencies may also exert power though discourse which service users do 
not possess knowledge of. Further, they have the power to enforce rules and 
regulations which service users must follow. As a clinical psychology trainee it is 
interesting to reflect on whether such a power imbalance also exists between 
psychology and service users. In accordance with Foucault’s theory (1972; cited in 
Stickley, 2006), psychology also exerts power through its use of a discourse which is 
not readily accessible to service users. On reflection, as my training has progressed, I 
have increasingly used jargon which was not part of my vocabulary before. I had 
always considered this to have developed to aid my understanding of psychological 
phenomena, but I can see that this also results in exclusivity of understanding to 
psychologists, and a power imbalance with the client.
In order to address this essay question, I have chosen to firstly consider whether 
involvement according to the definition of empowerment, outlined by Stickley 
(2006), does in fact perpetuate power imbalances and then go on to discuss whether 
Stickley’s (2006) concept of emancipation avoids such perpetuation.
Does service user empowerment in the development and planning of mental 
health services, perpetuate existing power imbalances?
Stickley (2006) defines empowerment initiatives as those which involve service users 
seeking power through using the language of, and working within the agendas of, the 
dominant psychiatric profession. Stickley (2006) argues that such empowerment
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initiatives, through their attempts to work within the existing framework of powerful 
agencies and discourses, reinforce the power of these agencies and discourses.
Service users have been involved at a number of levels in empowerment initiatives. 
Masterson and Owen (2006) have identified two levels of empowerment: individual 
and social. The individual level is about service users being involved in their own 
care. The social level of empowerment involves service users in the development and 
planning of services. Masterson and Owen (2006) outline that there are two models at 
this social level: social structural and grassroots communal action. The socio 
structural model aims to empower by pushing through structural change via 
legislation, policy, financial and organisational processes. Grassroots communal 
action involves the getting together of oppressed groups, with service user groups 
being set up which have consultative and advocacy roles in services. Further, Braye 
(2000) has outlined that empowerment can take place in the arena of research which 
hopes to inform service development.
So to what extent have empowerment initiatives through structural change, grassroots 
action and research served to perpetuate power imbalances? It could be argued that 
models of empowerment through socio structural change and grassroots action seem 
to have, to some extent, actually led to the redistribution of power from the dominant 
psychiatric profession. Historically, in the age of the asylums, there was a very strong 
power imbalance between the psychiatric profession and the service user. Service 
users had very little input in their treatment and the services they received (Barnes & 
Bowl, 2001), and the power remained firmly in the hands of psychiatrists, service 
managers and policy makers. Now service users have more say in their treatment and 
various initiatives enable some involvement in development of services. For example, 
the NHS and Community Care Act 1990 and the Community Care (Direct Payments) 
Act 1996 give service users more control and outline that they must be involved in 
the management of their own assessment and care (Braye, 2000). Further, the 
Department of Health paper, ‘Patient and Public Involvement in the NHS’ (1999), 
acknowledges the need for service user involvement in the development of services
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(Telford & Faulkner, 2004). So it could be argued that service user empowerment 
initiatives, through advocating service user needs and putting pressure on the 
government and other powerful agencies, have influenced the development of 
services for the benefit of service users, and weakened to some extent the power and 
control of these agencies.
However, from a critical perspective it could be argued that such legislation, by the 
very fact that it was produced by powerful bodies, may actually serve to benefit these 
bodies by appearing to relinquish power but according to their own terms. Further, 
Barham (as cited in Barnes & Bowl, 2001) has argued there was not a change in 
services from the asylum model because of pressure from service user groups, but 
rather because the government began to find this institutional model too costly.
The third type of empowerment initiative identified was involvement in research. 
Research is integral for the development of services and has traditionally been 
dominated by academics and the medical profession (Rose, 2003a). However, in 
recent years service users have become more involved in this area, with many funders 
now stipulating the necessity of service user involvement (Rose, 2003a). There seems 
to have been the relinquishing of power from those who used to direct research, to 
service users. Certainly the fact that many researchers are required to seek the advice 
of service users puts service users in a more powerful position. However, on closer 
inspection there are a number of pitfalls which can lead to the suggestion that such 
involvement may not actually empower, but in fact perpetuate existing power 
imbalances.
The most respected type of research, as identified by the medical profession, is the 
randomised controlled trial which tends to involve service users in a passive 
participant role (Hanley, 2005). Qualitative research which values the individual’s 
experiences is viewed as less valuable and lacking in rigour (Hanley, 2005). This 
limits the value given to experiential accounts of service user experiences. By holding
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such preferences, it could be suggested that the medical profession enables research 
carried out by those within their own profession to take precedence over research 
which has involved service users in an active role.
Further, although service users may be invited to participate in research committees, 
they may not be given adequate training (Hanley, 2005), and so in reality may not 
feel confident in expressing their opinions. As Ayesha Vernon, researcher and service 
user, states: ‘if users don’t have confidence and knowledge of the research process, 
they are going to express their views tentatively and defer to the researchers’ (cited in 
Hanley, 2005, pp. 16). The medical and research language which tends to pervade 
research meetings, may also serve to exclude service users from full participation. 
Further, service users are often not paid for their involvement (Rose, 2003a), which 
could suggest that their input is not truly valued.
Peer review of research articles is another avenue by which it would appear service 
users are becoming involved with research, but again this has been identified as 
problematic because of time pressures from funders to produce research quickly 
(Hanley, 2005). This may mean that service users are not given the time to involve 
other service users’ views, and may not be given adequate training (Hanley, 2005). A 
further problem is that service users may only be asked to comment on how other 
users are involved in the research, rather than reviewing the whole proposal (Hanley, 
2005). This serves to perpetuate the belief that service users are somehow unqualified 
to be involved in other aspects of the research process (Hanley, 2005).
Fowler (2008) points to a number of further difficulties where research has been 
undertaken with service users. Firstly, as the service user advisor may be funded by 
the project, this puts them in a weak position in terms of asserting differing views 
from the project leaders (Fowler, 2008). Secondly, Fowler (2008) argues that 
organisations may paint inaccurate and overblown pictures of involvement in order to 
satisfy funders’ requirements. It may be problematic for service users to question this
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when the existence of the organisation, and their own job, necessitates such 
exaggeration (Fowler, 2008).
Thus, on some levels, involvement of service users in research which informs service 
development and planning seems to have questioned the historical dominance of 
academics and the medical profession in this area. However, it has been argued that 
such involvement may be tokenistic, in reality allowing the control over research to 
remain in the hands of these powerful agencies. If issues of lack of training, lack of 
support and only arbitrary involvement are not addressed, empowerment may fall into 
the trap of perpetuating power imbalances by allowing such inequalities and 
inadequacies to remain.
It has been argued that the involvement of service users in planning and developing 
services may be perpetuating power imbalances on a wider scale in terms of social 
inequalities. The average person in involvement initiatives is white, middle class, 
middle aged and able bodied (Croft & Beresford, 1992). A postal survey of all local 
mental health user groups in England found that black people are not well represented 
(Wallcroft & Bryant, 2003). Fowler (2007a) talks about the need to remember the 
service user at the grass root. There is a worry that in creating big service user 
organisations, power hierarchies will appear and it will perpetuate wider inequalities 
in terms of advantaged, well-educated service users dominating and those who are 
less eloquent not having their voices heard. In this way existing power imbalance and 
inequality may be mirrored and perpetuated by such involvement schemes. There has 
been the emergence of a Tay professional’ or ‘professional user’ (Campbell, 2008) 
which could be argued to be feeding into a power imbalance, as it suggests that in 
order to get your voice heard you must mould to the requirements of the dominant 
powerful medical discourse. Also it must be questioned whether the voice of such a 
person is representative of service users in general and, if not, whether this serves a 
purpose for powerful agencies by ensuring that only white, middle class, ‘educated’ 
voices are heard but are framed as representative of the majority (Croft & Beresford, 
1992).
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However, it has been argued by Campbell (2008, pp.305) that ‘issues of 
representativeness remain a convenient pistol at the head of the service user 
movement’. It is unlikely that medical professionals, service managers and policy 
makers are representative of the wider population, yet their expertise to influence the 
development and planning of services is not questioned on the basis of 
representativeness (Campbell, 2008). This concern with representativeness has also 
been disputed by Telford and Faulkner (2004) in the area of research, where concerns 
are raised that service users are not representative but nobody queries the 
representativeness of researchers.
Masterson and Owen (2006) use Luke’s theory of the three faces of power (1974; 
cited in Masterson & Owen, 2006), to discuss the extent to which empowerment 
initiatives may perpetuate or fight against the power of dominant agencies. At the 
first face, power is seen as a commodity which can be given or taken away, with 
those in a powerful position relinquishing some power through the involvement of 
service users in decision making. The second face of power involves exercising 
control through agenda setting, thereby ensuring certain options are not available to 
those in a less powerful position. At the third face of power, there is the defining and 
allocating of roles and identities to certain groups which enables these groups to be 
manipulated (Masterson & Owen, 2006). The medical conceptualisation of mental 
illness could be said to be such an exercise of power, as its definition is based on 
concepts of social deviance that allow social control and the hierarchy of medical and 
professional ‘experts’ over patients to remain (Masterson & Owen, 2006).
Masterson and Owen (2006) have argued that empowerment approaches only serve to 
question the first and second faces of power but do not challenge the manipulation of 
roles and identities by power holding bodies. If change is not instigated on this third 
face, attempts at empowerment will be only partly effective, because if service users 
are still seen as socially deviant, stigmatised and incapable then they can never really
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gain power (Masterson & Owen, 2006). If this dominant medical discourse remains, 
the current labels of social deviance associated with service users such as 
‘schizophrenic’, ‘mentally incompetent’ and ‘mentally ill’ will remain (Rhyles, 1999; 
cited in Masterson & Owen, 2006) with the associated stigma ensuring that service 
users will permanently be at a social disadvantage, susceptible to exclusion and 
discrimination (Masterson & Owen, 2006).
With service users still being stigmatised and viewed as incapable even in terms of 
their own care, it seems hard to envisage how service users would truly be allowed to 
make a substantial contribution to the development and planning of services. 
Although Campbell (2008) argues that such involvement on an individual level is not 
controversial, from my experience even this is often not clear cut. For example, 
despite the Care Programme Approach (CPA) information sheet for service users and 
carers (Department of Health, 2008) claiming to ‘help you have as much control of 
the process as possible and to treat you with dignity at all times’, my experiences of 
such meetings is at odds with this. There tends to be a large number of professionals 
in the room during CPA meetings making for an intimidating environment, and no 
apparent choice about who should remain in the room. Often a number of questions 
are then asked of the service user which seem to give little opportunity or support to 
the person in voicing their own needs. There are of course further factors which may 
prevent the expression of true needs; for example, the fact that, in my experiences, it 
is the consultant psychiatrist who has the power to decide if the client is given leave 
or discharged. My experiences are substantiated by the findings of one study which 
identified that only a small minority of service users were aware of what CPA 
involved (Rose, 2003b). Further, qualitative data from the study highlighted that 
service users felt that no-one had properly explained the process to them (Rose, 
2003b).
Therefore, perhaps the focus of empowerment approaches on influencing the 
development and planning of mental health services is serving to enhance the power 
of agencies by ignoring wider, more pervasive inequalities and stigma surrounding
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the identity of service users. Croft & Beresford (1992) suggest that this may be as a 
result of manipulation by powerful bodies so that focus is taken away from wider 
inequality. Campbell (2008) argues that increased say in care is inadequate when you 
consider such wider inequality in many service users’ lives including poverty, 
unemployment and exclusion.
In summary, on some levels empowerment initiatives seem to have led to the 
relinquishing of power by the medical profession, services managers and policy 
makers. Service users appear to be more powerful than they were in the times of the 
asylums due to legislative changes which have increasingly involved service users in 
their own care and in the development of services, and the requirements of 
involvement in research. However, as they work within the frameworks and agendas 
of powerful agencies, it could be argued that empowerment initiatives are allowing 
the perpetuation of this power and limiting their ability to evoke real change. Further, 
a focus by empowerment initiatives on the development and planning of services may 
be leading to the neglect of wider inequalities in terms of the label of ‘mental illness’ 
being stigmatising and those labelled as such being seen as lacking capability. By not 
addressing such issues, empowerment initiatives could be said to be allowing the 
power of dominant agencies and discourses about the incapacitating and negative 
effects of ‘mental illness’, to remain.
Does the involvement of service users in emancipatory initiatives avoid the 
perpetuation of existing power imbalances?
So this brings us to a discussion of whether emancipation as described by Stickley 
(2006) may be the solution to the argued perpetuation of power imbalance by 
empowerment approaches. He defines emancipatory initiatives as action ‘designed, 
implemented and owned by service users themselves’ outside the agenda of powerful 
service providers (Stickley, 2006, pp. 575). Emancipatory initiatives are developed 
largely by service users and involve them speaking for themselves and having more 
say in services as well as their lives more generally (Stickley, 2006). It is about much
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more than contributing to the planning and development of services - it is about wider 
inequality and the right of the individual to have control and power (Croft & 
Beresford, 1992).
There have been recent moves among service users to develop their own discourse, 
the recovery model (Masterson & Owen, 2006). This is a truly emancipatory 
initiative as it has been developed by service users and has developed outside the 
medical discourse. It involves service users looking outside existing ideas from the 
medical profession and services to redefine what they feel is an adequate mental 
health outcome (Masterson & Owen, 2006). This is the gaining of power at Luke’s 
(1974; cited in Masterson & Owen, 2006) third face as it questions the manipulation 
of roles and identities formed by the dominant medical discourse. Therefore it 
overcomes the failings of empowerment approaches as it questions the stigmatising 
labels applied to service users through the language of the medical discourse 
(Masterson & Owen, 2006). This discourse instead sees ‘mental illness’ as on a 
continuum, seeking to lessen the stigma for service users. It is hoped that by 
‘promoting recovery as an alternative discourse and a radical critique of medico 
psychiatry, people’s expectations of what MHSUs [mental health service users] can 
achieve will be changed’ (Masterson & Owen, 2006, pp.30).
However, there are problems with gaining acceptance and credibility for this recovery 
discourse. The acceptance of this new discourse and approach depends on changing 
the whole of society’s views on mental illness and ‘it is always easy for people with 
social power and status to resist unacceptable re-conceptualisations’ (Masterson & 
Owen, 2006, pp.30). Another area of concern is that if only service users can 
advocate the recovery model then there is the possibility that it could become an 
exclusive and powerful discourse like that of the medical profession (Masterson & 
Owen, 2006). Materson & Owen (2006) also highlight the concern that a more 
refined recovery model could emerge which labels and excludes service users who do 
not fulfil the criteria for recovery set out by professionals and people with less severe 
and enduring mental illness.
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The recent setting up of the National Service User Network (NSUN) in November 
2007 (Fowler, 2007a) is an example of service user emancipation, being set up and 
run by service users. It signals the joining together of service user organisations, 
hopefully increasing their ability to push against existing powerful institutions. The 
NSUN has recognised the importance of ensuring skills in leadership, management 
and communication so that service users are able to run the organisation without 
being reliant on external power-holding organisations (Fowler, 2007a).
Emancipatory initiatives have also begun in the area of research, with service users 
starting to develop and undertake research projects themselves (e.g. user focused 
monitoring, Rose et al, 1998) and there are a number of service user led research 
groups (e.g. SURE: Service User Research Enterprise, Institute of Psychiatry). These 
have the advantage of working outside the agenda of powerful agencies. However, 
not a lot of emancipatory research has been funded and when it has been, it is often 
not published in peer-reviewed journals, perhaps because of a preference for more 
‘scientific’ articles (Hanley, 2005). This prevents such research from being 
disseminated, therefore limiting its impact (Hanley, 2005). Croft and Beresford 
(1992) argue that although there is a large amount of knowledge and experience 
among service user groups, this is often not shared with others because people 
participating in involvement schemes lack the time, funding and confidence to 
disseminate their experiences.
Another difficulty with emancipatory service user schemes is the issue of getting 
independent funding. Fowler (2007b) argues that although there may be claims about 
being independent, some service user groups are being funded by powerful agencies 
which may lead to a questioning of such independence. Some groups have accepted 
funding from pharmaceutical companies who seek such collaboration with service 
users for reasons to benefit themselves (Fowler, 2007b). For example, appeals against 
National Institute for Health and Clinical Excellence decisions are more successful
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when led by service users than those led by pharmaceutical companies (Fowler, 
2007b). There are also benefits for pharmaceutical companies in terms of product 
endorsement, consultation regarding marketing, involvement in product development 
and as potential drug trial subjects (Fowler, 2007b). Therefore attempts at true 
emancipation are hampered by the need to secure funding, Fowler (2007b) suggests 
that a first step may be an openness and honesty about funding, to replace the cloud 
of secrecy which currently exists.
In summary, emancipation seeks to avoid the perpetuation of power imbalances, and 
thus improve on empowerment initiatives, by being service user led and working 
outside the control of powerful bodies. The gathering strength of this emancipation 
movement is evidenced by the growth and increasing co-ordination of service user 
led action groups and research and by the development of the recovery discourse. 
Emancipatory initiatives address power imbalances at Luke’s third face (1974, cited 
in Masterson & Owen, 2006), with action being taken to redefine the roles and 
identities of service users. In this way emancipation seeks to question wider power 
imbalances and the stigmatisation of those labelled ‘mentally ill’. However, although 
perhaps avoiding perpetuation of power, emancipation is still limited by existing 
power differences, for example in terms of funding and ability to attain validation of 
research and the recovery discourse. There must also be caution that such an approach 
does not lead to the development of power imbalances within the service user ‘group’ 
itself.
Conclusion
It would seem that service user movements are limited in the control that they can 
exert over established powerful agencies. However, I question whether it is 
necessarily the case that by working with powerful agencies, service user movements 
perpetuate the power of such agencies. I would argue that it is possible for service 
users to work in partnership with so-called power holding agencies. It may be 
possible for service users to meet their agendas by working hand in hand with these
32
Organisational and Professional Issues Essay
organisations, with both the service users and the other agencies collaborating and 
compromising. I have seen examples of this in the South East of England with service 
user and carer advisory groups working with universities to contribute to the teaching 
programmes of training clinical psychologists. This involvement, despite working 
with a powerful agency, does not seem tokenistic with these groups exerting some 
clear influence over the training programmes in terms of widening understanding of 
service user and carer needs and experiences.
Perhaps it is not so much that empowerment does not work, and therefore only 
supporting completely emancipatory schemes, and more about improving 
empowerment schemes and the nature of involvement more generally. Croft and 
Beresford (1992) argue that to stop involvement totally would be colluding in this 
process of existing power being perpetuated. They argue that it is critical to be clear 
and transparent about the nature and objectives of involvement in terms of where 
control lies and what opportunities involvement can offer. Service users can then 
make informed decisions about becoming involved (Croft & Beresford, 1992). Croft 
and Beresford (1992) argue that there needs to be more clarity about what 
involvement will entail and is then about providing support for those who want to be 
involved so that they can do this in a powerful and confident way. They outline that 
there also needs to be an increase in access, so that service users can become involved 
in different levels of government and within committees which manage services. 
Resolution of the ambiguity surrounding the term involvement would also leave it 
less open to interpretation according to the needs of powerful agencies. It is about 
making sure that input in services is real not tokenistic. Croft and Beresford (1992) 
suggest that there needs to be more research into what involvement consists of, what 
works, and what does not work. They argue that there have been few systematic 
studies of service user involvement schemes. This may contribute to a pattern of 
cyclical development whereby service user involvement does not seem to progress 
(Croft and Beresford, 1992).
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This essay posed the question ‘emancipation versus empowerment? Is the 
involvement of service users and carers in the development and planning of mental 
health services perpetuating existing power imbalances?’ By working within, and 
thereby showing some acceptance of the frameworks, agendas and discourses of 
powerful agencies, empowerment schemes could be said to perpetuate this power. 
Empowerment schemes are limited in their effectiveness as they do not tend to 
question the roles and identities of service users and the resulting inequalities and 
stigma. Further, ambiguity around the term empowerment and involvement has meant 
that it is easy to give the impression of empowering service users to influence 
research and legislation, when this may in fact be tokenistic. Emancipatory schemes, 
by seeking to work outside powerful agencies, agendas and frameworks, question the 
power of these agencies and the roles they have assigned to service users. However 
these are also limited. This is partly because of a lack of independent sources of 
funding, which means that service user schemes are often reliant on the funding of 
powerful agencies. Also, as the perceived knowledge and expertise of the government 
and the psychiatric profession is so well established, alternative discourses such as the 
recovery model are dependent on being accepted as valid by these agencies. Further, 
in order to be disseminated and thus have an effect on service development, research 
must be respected as valid and published in journals which are ultimately under the 
control of powerful agencies. Thus although emancipation strives to avoid 
perpetuating power imbalances, it is still limited in its ability to overcome such 
imbalances. However, this is not to say that progress can not be made in increasing 
the power of the service user voice and this has been evidenced by emancipatory 
movements such as the NSUN, as well as other service user led pressure groups, 
service user led research and the recovery model.
I would argue that, although limited, empowerment initiatives should not be 
abandoned with only emancipation being striven for because emancipation is not the 
perfect solution or always achievable. Instead, changes need to be made in the area of 
empowerment. There need to be attempts to include the participation of black and 
minority ethnic groups so that wider inequalities are not reflected. The term 
empowerment needs to be made less ambiguous, there needs to be more transparency
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about what involvement will entail and efforts need to be made to ensure that there is 
real, not simply tokenistic, involvement.
It is important for me to reflect on how my position as a trainee clinical psychologist 
will have affected the stance I have taken in this essay and my interpretations of the 
literature and the essay topic. As I am training to become a psychologist I will soon 
be, or it could be argued that I already am, part of a powerful agency. Although the 
psychological profession strives to remain separate from the psychiatric profession 
and its medical discourse, the extent to which it achieves this separation is 
questionable. Further clinical psychology has its own discourse and is also a powerful 
agency in its own right. However, throughout my training I have also felt that clinical 
psychology has striven to highlight the importance of service user and carer voices 
and the breadth of expertise and experience that they can bring. The fact that this 
essay has been set emphasises the importance of the topic of involvement for clinical 
psychology, and the writing of it has certainly highlighted the importance of being 
aware of the complexity of involvement and the politics and power struggles 
surrounding it.
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT 1
The Relationship to Change
YEAR 1 
MARCH 2008
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THE ORIGINAL ‘PROBLEM’
Our cohort was divided into groups of six and allocated a facilitator from the course 
team. Within these Problem Based Learning (PEL) groups the task set was to explore 
the ‘relationship to change’, reflecting on the meaning of change for ourselves and 
our clients. This exercise was to cover several weeks and end with a presentation to 
our fellow trainees and members of the course team.
OUR APPROACH
We considered exploring the issue of change for us as trainees over the course of our 
induction block training. However, we felt that looking only at the relationship to 
change among our PEL group was rather narrow, failing to look at wider issues in 
clinical practice and society as a whole. From this, our discussion became focused on 
the relationship to change for service users and their carers. We eventually agreed to 
focus on change in attitudes to mental health as influenced by the media because we 
felt that this was a current issue of concern.
We based our presentation around two theories of attitude change. The tripartite 
model of attitude change put forward by Eagly and Chaiken (1995) identifies 
attitudes as having three interrelated components: cognitive (thoughts and ideas), 
affective (emotions around the ideas) and behavioural (predisposition to action). This 
model postulates that in order for an attitude to change, there has to be a change in at 
least one of these components. We discussed how the media can exert influence on 
public opinion surrounding mental illness by influencing these components.
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The second model that we utilised was Prochaska and Norcross’ (2001) stages of 
change model which traditionally has been used to explain change during therapy. 
The stages are: precontemplation (no intention to change behaviour in the foreseeable 
future), contemplation (aware that change needed but not yet committed to action), 
preparation (intending to take action), action (change in behaviour and environment), 
maintenance (keeping up changes), and termination (change complete). We used this 
model to describe the stages of change which may occur in attitudes to mental health 
over time.
During the PEL exercise, the use of these models provided a clear foundation for our 
exploration of attitudes to mental health. However, in retrospect I wonder whether 
our use of the stages of change model in particular was slightly arbitrary as I question 
whether attitude change truly follows this process of stages. Certainly reflecting on 
my own experience of attitude change, this process is often almost immediate rather 
than progressing through stages. I do not think that I precontemplate, contemplate and 
prepare for an attitude change. The process is far less conscious for me and tends to 
be as a result of a new piece of information which contradicts my current attitude, 
often involving an emotional element.
It is interesting to note how these theories of change relate to clinical practice. 
Cognitive Behavioural Therapy (CET) identifies four inter-relating factors of 
importance in improving mood: thoughts, feelings, physical symptoms and
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behaviour. CBT outlines that by changing thoughts and behaviour, mood can change. 
This principle of inter-related components is the same as that underlying the tripartite 
model, where a change in one component can influence the other components. In 
reference to the stages of change model, certainly I have found that some clients are 
not ready to make changes in their lives, although on some levels they would like a 
change to occur, and therefore could be said to be in a contemplative stage. However, 
with such individual difference between clients I do not think that they all move 
methodically through each stage outlined in the model.
GROUP PROCESS
On hearing our task, there seemed to be a feeling of general uncertainty in the group. 
The main anxieties expressed were being unsure of what was expected from us and 
what the ‘correct’ answer to the problem was. This may be indicative of our previous 
experiences as prospective trainees constantly striving to fit the ‘correct’ profile. It 
may also reflect our previous experiences as undergraduates where tasks are outlined 
and the criteria for passing is clear.
We spent our first session discussing our feelings about the course so far. Our 
facilitator took a leading role in this session, asking us a bit about ourselves and how 
we were finding things. In some ways this seemed to reduce the anxiety in the group 
by giving us a clearly outlined task.
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In subsequent sessions, we brainstormed ideas. It was interesting at this stage to 
notice slight competition among members of the group to gain support for their ideas. 
This seemed to be at odds with our collective goal of finding a topic but may 
represent our past histories of competing as trainees. It may also simply reflect our 
enthusiasm as trainees in our first few weeks of the course.
On planning and writing our presentation, one group member took the leading role, 
carrying out much of the work alone outside our sessions. There were mixed 
reactions to this. Some people seemed disgruntled and annoyed by the dominance of 
this one member. It was interesting that these attitudes were expressed in a veiled 
manner, indicating perhaps the need to ‘test the water’ for what would be considered 
an acceptable level of criticism.
However, this development of a leader accurately mirrors the majority of my 
experiences of working in multidisciplinary teams in the NHS, where there is usually 
a dominant member or subgroup, often without this leadership being explicitly 
defined or elected. From my experience in previous posts, this dominant group has 
often been psychiatry. The way members of our group reacted has similarities with 
how members of these multidisciplinary team reacted, with veiled annoyance, but 
often little explicit challenging of the dominant member or subgroup.
Although I think that it is often natural for a leadership structure to develop in a 
group, I think that this tends to work better when the group consents to this
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leadership. The leadership dynamics of our group led me to reflect on how service 
users may feel with the power difference between them and professionals. 
Specifically I reflected on what barriers they must face to assert themselves or 
express their true feelings without fear of consequences.
Negotiating roles was an interesting and ever evolving process within our group. 
Someone was asked to volunteer to chair, another to write minutes and another to 
type up the minutes and distribute. It was interesting how the social rule of turn 
taking came into play at this point, with clear rules about not volunteering to take on 
each of these roles more than once and clear expectation that those who had not 
undertaken a role would volunteer themselves. I wonder whether this related to the 
need to have equal roles within the group and to be doing an equal amount of work.
MY ROLE AND EXPERIENCES
On learning that we were to be split into groups to carry out tasks, my anxiety levels 
increased. This was probably partly due to my general feelings of anxiety about 
starting this new course and meeting new people. I felt that I was just beginning to 
settle into the wider group of trainees and would now be uprooted and put into a 
smaller group. This was anxiety provoking not only because of a change in our 
activities but also because I was highly aware that I would be with them for three 
years. For me this was particularly anxiety provoking because of concerns that if I 
didn’t get on with them or wasn’t liked by them, I would be powerless to escape the 
situation
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Combined with this feeling of anxiety was one of scepticism about the usefulness of 
the task, which I feel related to my preference towards the scientist-practitioner 
stance. This position has sat well with me since undergraduate level and was further 
cemented by my MSc which was largely psychiatry based. For me starting this task, 
there was a great deal of scepticism about the value of reflection, if any at all.
My role in the group, although slightly evolving over time, did not change 
significantly over the course of the exercise. Certainly in the first couple of sessions I 
played a very quiet and passive part in discussion. This rather passive and polite role 
was one which I was not satisfied with. By taking this role I felt that when workload 
was distributed within the group, I did not get the parts I would have liked.
CONCLUSION AND CLINICAL IMPLICATIONS
This task has highlighted to me some important issues which have given me a greater 
insight into certain areas of clinical practice as well as my own learning needs.
My adoption of a fairly passive role within the group is mirrored in my clinical 
practice. Although in situations of interacting with one other person, I am often able 
to clearly assert my ideas, in groups and particularly in multidisciplinary meetings, I 
remain fairly uninvolved. I think that this is due to my perception of being a junior 
member of the team and therefore lacking expertise but this PEL exercise has
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highlighted to me the importance of not taking such a passive role. I hope that I can 
carry across this insight into clinical practice.
The exercise reminded me that mental health problems are still stigmatizing. In the 
role of the mental health professional, it can be easy to forget to try to appreciate the 
individual’s experience of mental illness. It is important to recognize that this stigma 
may hinder service users from seeking to change their situation. For example, in 
terms of asking for time off work and explaining difficulties to other people. This 
stigma may differ across different cultures. For example, one of my clients delayed 
seeking help for her disturbing intrusive thoughts because of the back lash she feared 
among her strictly religious family. Further, what is labelled ‘mental illness’ in one 
culture, may be perceived by another culture as falling into the boundaries of 
normality
The initial feeling of confusion in our group to our title for this exercise emphasised 
how abstract the concept of change is. For service users this may also be the case. 
There is great individual diversity in how one interprets change. This has become 
evident for me in my work with a client who has psychiatric diagnoses of 
agoraphobia and panic attacks. The ultimate change that I wanted to see was for him 
to be able to manage his panic and start engaging in activities outside his house. 
However, his goals were to address the difficulties he had in maintaining 
relationships. This made me realize the importance of shared goals for therapeutic 
change. With disparate aims our progress was markedly hindered.
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The exercise has highlighted to me the influences that being in a group can have on 
individuals and that this can be both advantageous and detrimental. The processes 
within our PEL group reflect those which can occur when working within 
multidisciplinary teams in clinical practice. Groups can provide a rich context for 
stimulating discussion and generating new ideas. However, it can be easy for less 
assertive members to be left unheard and for individuals to be influenced by group 
rules and by other individuals. I feel that this insight will be particularly useful in my 
clinical practice when I am involved in the running of groups for service users and 
carers in the future, as well as in multidisciplinary team meetings.
Finally, the importance of reflection has been highlighted to me. As I have 
mentioned, reflection is not something which I initially felt comfortable with. 
However in undertaking this task, I have realised that it is an important part of 
clinical practice, enabling me to make links between my own values and wider 
processes and the way that I work as a professional. I think that it is especially 
imperative in the role of trainee psychologist to be able to reflect in order to allow 
best practice, rather than the blind following of procedures already in place at an NHS 
service.
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Working with people in later life, their families and the professional network
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THE ORIGINAL ‘PROBLEM’
The second and third year clinical psychology cohorts were split into groups of six to 
undertake a Problem Based Learning (PEL) exercise. Our title was ‘Working with 
people in later life, their families and the professional network’. We were presented 
with a case study about a sixty nine year old, Mr Nikolas, referred to psychology for 
assessment of his short term memory problems and care needs. The case study posed 
the questions ‘what is the problem?’, ‘who has the problem?’ and ‘what might 
happen?’ This exercise was to cover several weeks and end with a presentation to our 
fellow trainees and members of the course team. In my group there were four second 
year trainees, including myself and two third year trainees.
OUR APPROACH AND PRESENTATION
Our group discussed what our first thoughts were upon reading the case study. Group 
members shared the image of an elderly and fragile man, vulnerable to abuse by 
others, who was struggling to look after himself. Initially we considered following the 
prompt questions provided in the case study, and working systematically through 
defining the problem, thinking about the roles of different people within the case 
study, and working towards a formulation and suggestions for intervention. However, 
one of our group members then noticed that Mr Nikolas’ ex wife, Mrs Nikolas, would 
have been fourteen years old when she had their first son Alexander. The case report 
stated that Mrs Nikolas was fifteen years younger than Mr Nikolas and that Mr 
Nikolas was now sixty nine years old. This would have meant that Mrs Nikolas was 
now fifty four. The genogram also outlined that their elder son, Alexander, was now 
forty years old, thus Mrs Nikolas would have been fourteen years old when he was 
bom. We began to question the initial assumptions we had made based on his age, in 
terms of potentially being abused, his vulnerability and his ability to look after 
himself. We questioned whether our initial assumptions had been based around 
stereotypes of age. For example, we began to wonder whether Mr Nikolas was 
choosing not to clean his accommodation and whether it was assumed that he was not 
coping because of his age, whereas if he was a teenager, an untidy room and poor 
personal hygiene may not be perceived as unusual. Regardless of whether the age
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difference was a mistake made when putting together the case study, finding it led us 
to start reflecting on our initial assumptions and stereotypes.
We discussed preconceptions and how these can affect formulations around a case 
and subsequent interventions. On finding that all the group members shared the same 
image of a weak, vulnerable, elderly man on first reading the case study, we reflected 
on why these thoughts first came to mind. People are known to group individuals and 
events based on similar features, forming cognitive categories which help them 
organize and understand the world (Cuddy & Fisk, 2004). This categorization can 
also lead to the forming of stereotypes, which are beliefs and expectations about a 
social group. Stereotypes surrounding older adults seem to be widespread in Western 
society with a view of older adults as ‘feeble yet lovable, doddering but dear’ (Cuddy 
& Fisk, 2004, pp.4). Our initial perceptions of Mr Nikolas illustrate how stereotypes 
and preconceptions can affect our formulations around clients, influencing clinical 
practice. We decided to present our PEL in terms of how our thinking processes 
developed through the PEL process, from our first assumptions, to questioning these 
assumptions, and finally to thinking about alternative ways of viewing the case.
GROUP PROCESS
The previous PEL exercise had been undertaken at the start of our first year when our 
workload was smaller. We had not begun our placements until part way through this 
first PEL and our first assignment was still a few months away. In comparison, 
during this PEL task, as first and second year trainees, our workload was now higher. 
I wonder how stress levels affected our commitment to the task. However, perhaps 
this increase in stress levels is more reflective of what our practice will be like when 
we qualify and how stress may influence decisions about the care of clients. Stress 
also seemed to create small tensions between group members, with annoyance at the 
perceived lack of commitment from members who were late to meetings.
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Although levels of stress were prominent in our group, there was also a strong sense 
of fairness, with effort being made by all members to ensure that work was divided 
equally. Further, there were frequent checks made by group members to ensure that 
everyone was coping with the work they had been allocated. This reflects our training 
which emphasizes empathy and consideration of others and perhaps also a caring trait 
which may be more common among those who have chosen a ‘caring’ profession.
Within our group, different roles for group members emerged without these being 
explicitly agreed upon or, at least for some members, chosen. The third year trainees 
took a leading role in the organisation of the PEL, in terms of suggesting a 
perspective to approach the problem, allocating work to group members and deciding 
the general format of the presentation. This leading role was already evident on my 
joining the group at the second meeting. Other group members did make alternative 
suggestions but the resulting decision always ended up in favour of the leaders. This 
seems to suggest that group members had differing skills in effectively getting their 
voices heard, and then in continuing to pursue their suggestions. The more powerful 
role of the third year trainees may be linked to their higher perceived status. Sell et a l 
(2004), suggest that power and status are strongly linked, with status being 
determined by place in a social network. The third year trainees, having a year more 
training, could have been perceived by others, and perceived themselves, as higher in 
the hierarchy of the social network, thereby being assigned and taking more power.
During the PEL, I viewed the third years as choosing to take this leading role, but I 
wonder whether they would have had a different view point. Perhaps they felt that 
having completed more of the course and having undertaken a similar PEL in their 
second year, they might be able to guide the group in this PEL task. They may also 
have felt that with a lack of leadership initiative being shown among the second year 
group members, they were in some ways pushed towards taking a leading role.
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MY ROLE AND EXPERIENCES
I was unable to attend the first meeting of the group due to sickness, and therefore 
joined the group on their second meeting. I found joining the group at this stage 
challenging, as even though the group had only met once before, I felt that they had 
already bonded and that I was joining an already established group. This tendency for 
new group members to feel anxious, confused and uneasy about their acceptance by 
existing group members has been outlined in the literature (e.g. Moreland, 1985). 
Further, the group had already made some clear choices about how the PEL would be 
approached and as a new member of the group, I felt limited in the degree to which I 
could influence the already established choices.
I think my unwillingness to question the path that was already being taken may have 
been a combination of firstly wanting to be accepted by the group, something which 
is common among new group members (Ryan & Bogart, 1997). Secondly, I had no 
clear ideas myself of a different direction to take the group in. I think that if I had 
strongly disagreed with the group direction, I would have asserted this.
It is interesting to reflect on how my experience as a new group member may have 
similarities with clients who are joining existing therapy groups. Rosenthal (2005) 
has argued that the reaction of psychotherapy groups to new members may ‘constitute 
a spectrum of attitudes ranging from the merely inhospitable to the murderous’ 
(pp.54). Although I did not experience such a negative response, it highlights the 
importance of remaining mindful of potential effects on both the new member and the 
existing members of groups in clinical practice.
Although I did experience some difficulties at first in integrating with the group, by 
the third or fourth meeting I felt like an equal group member. The swiftness of my 
integration may relate to my similarities with the other group members in background 
and beliefs. The ability to quickly integrate new group members and to integrate
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ourselves into existing groups is an important one in the context of the professional 
lives of psychologists. The multi-disciplinary teams in which we work are constantly 
changing with new staff members joining and others leaving. Further, the ability to 
quickly integrate is a skill that trainee psychologists need to develop given that four 
out of our five placements are only six months in duration.
CONCLUSION AND CLINICAL IMPLICATIONS
We took a very specific approach to this PEL exercise which left a number of 
questions unanswered, in particular what our next step would be, and what 
interventions we could suggest. Our choice to reflect on assumptions arid stereotypes 
instead of practical interventions may not reflect what we would do in actual clinical 
practice. However, we wanted to take the time and opportunity that the PEL task 
offers, which may not be available in real clinical practice, to reflect on wider issues 
which may emerge when considering referrals.
I have talked a lot about power in this account, in terms of the leading role of the third 
years and in terms of my role as a new group member. I wonder why this was an 
issue that was particularly salient for me. The second year trainees in my group were 
from the same Personal and Professional Development (PPD) Group. Within this 
PPD Group we had experienced a number of difficulties due to an incident between a 
number of members, which occurred outside the group setting. I was not involved in 
this incident and was not privy to the intricacies surrounding it. This lack of 
knowledge left me feeling quite powerless as I felt that it was not within my control 
to resolve the conflict, as I had not been directly involved with it. Therefore although 
the conflict was having a clear effect on the effectiveness of our work and the 
harmony within this PPD Group, I felt powerless to address it. From discussion with 
some of the other members of my PPD Group, they also felt this powerlessness and I 
wonder if this was played out in our roles for this PEL. Perhaps the lack of control 
and leadership that we took in the PEL reflected our wider feelings of powerlessness.
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All the group members were White, British bom females, in their late 20s. Thus our 
group was limited in some aspects of diversity, specifically ethnic origin, age, gender, 
and profession. Our shared aspects of diversity may have limited our views around 
the case study. However, our shared agendas and training may also have facilitated 
our progress. This is in contrast to work within multidisciplinary teams where there 
are often a number of different agendas and a multitude of viewpoints around 
referrals and what action should be taken, which may slow progress in working with 
clients. However, on the other hand, a greater diversity of viewpoints can also be of 
great benefit for considering a number of different aspects of a referral.
Our approach to this PEL task enabled reflection on the limitations that emerge from 
making assumptions based on a person’s social grouping. It has highlighted to me the 
problem of prejudices and stereotypes surrounding older adults, and this extends to 
other client groups as well. As a training clinical psychologist it would therefore seem 
vital to take a step back from initial presumptions made when reading a referral, to 
ensure that I am not unthinkingly making assumptions about an individual.
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How do we know if ‘Improving Access to Psychological Therapies (IAPT)’ is
working?
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THE ORIGINAL ‘PROBLEM’
The second and third year clinical psychology cohorts were split into groups of six or 
seven to undertake a Problem Based Learning (PEL) exercise. The problem was 
outlined as ‘How do we know if Improving Access to Psychological Services (IAPT) 
is working?’ We were asked to prepare a consultancy report and invited to consider 
various issues in approaching this question. This exercise was to take place over a 
couple of months and end with a presentation to fellow trainees and members of the 
course team. In my group there were three third year trainees, including myself, and 
four second year trainees.
OUR APPROACH AND PRESENTATION
On the day that this PEL exercise was given to us, we were asked to divide into our 
smaller groups and allocated the remainder of the hour to discuss the task. During this 
time, despite the second and third year trainees not having met before formally, we 
were quick to become focused on our goals. This may reflect our familiarity with 
group work in our training where we are often put into small groups in lectures and 
given clearly defined tasks. We discussed the various issues we had been asked to 
consider in addressing the problem, to decide which angle to approach the problem 
from. There was quick agreement that the issue of outcomes in IAPT, and how these 
are valued by different stakeholders, held the most interest for the group. The reason 
we focused so quickly on this area was that one of the group members had completed 
her Service Related Research Project (SRRP) on outcomes in IAPT. She was able to 
offer us a clear outline of some of the issues surrounding outcome in IAPT. This 
enabled us to focus very quickly on this topic area, although it did mean that we gave 
little consideration to the other issues. By the end of the hour, we had agreed a next 
date to meet and the trainee who had undertaken the SRRP had agreed to email 
around her project for all of us to read before our next meeting.
In total our group met on six occasions. At our second meeting, we discussed what 
we had read and then allocated ourselves more to read before the next meeting. By
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our third meeting we had begun to discuss the format of the presentation and decided 
on a PowerPoint presentation, with intermittent role plays. For the following two 
sessions, our group split into two, coming together at the end to discuss our progress. 
In one group were those who had opted to work on the slides for the PowerPoint 
presentation and in the other group were those who worked on the scripts for the role 
plays. At our final meeting, we put the PowerPoint presentation and role plays 
together and practiced the complete presentation. In our presentation, we outlined the 
outcomes used in IAPT, who these outcomes might be beneficial for, and the 
advantages and disadvantages of using these outcomes.
GROUP PROCESS
In contrast to previous groups that I have worked in, I did not feel that there was a 
clear hierarchy or power differential in our group. In my last PEL group, when I was 
a second year, the third years made the majority of the decisions and seemed to hold 
the most power within the group. However, in this PEL group, I felt that all the 
members had input at different stages of the task. There was a sense for me that 
people within the group all recognised their own strengths, and had more input at 
different times according to these strengths. A strength of our group seemed to be the 
ability of its members to be flexible. For example, in allocating roles for the 
presentation, members showed willingness to take whatever role was needed, even if 
this was not favoured.
In this way, our group reminded me, to some extent, of practice in one 
multidisciplinary team in which I have worked, where the team seemed to function 
well because its members were able to take complimentary roles, but also to be 
flexible. However, in a number of multidisciplinary teams in which I have worked, 
this functioning has seemed harder to achieve. Certainly there are a number of 
differences between our PEL group and most multidisciplinary teams which would 
make functioning more challenging, such as size of the group, different disciplines
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within the group, changing composition of staff, longer period of existence, and 
larger number and differing goals of members.
There was only one clear point of conflict within our group. Before our last group 
meeting, a third year group member expressed her concerns to myself, and the other 
third year trainee, about the ethics of some of the names allocated to characters in the 
role plays. The client in the role play who was experiencing anxiety was given the 
name Miss Ann Xiety, and the General Practitioner (GP) was named Dr Kill Em. 
Initially, I had not given much thought to the possible ethical issues of naming the 
characters but, the more we discussed it, the more I also became concerned. I 
wondered whether we were actually reinforcing stereotypes and how a client 
experiencing anxiety or a GP might feel watching the presentation.
At the end of our last group meeting before the presentation, as we were being asked 
to leave our study room, the third year trainee who had initially expressed her 
concerns, raised the issue with a couple of the second year trainees. The majority of 
the group met outside the room but two of the second years had already left. The 
issue was discussed within this smaller group and it was agreed that if some members 
of the group were not comfortable with the names in the role play, then they would be 
changed. However, as the presentation was only an hour later, we were unable to 
contact the remaining two group members and so they were not consulted for their 
opinion about the change, or even prepared for it.
There was a sense, following the presentation, that there was some confusion and 
anger about the changes. In retrospect, the way the ethical concerns were handled 
could have been greatly improved. As a member of the group who was aware of, and 
shared the concerns, it was equally my responsibility, as it was the other two third 
year trainees, to have addressed these with the wider group earlier. The concerns 
could then have been discussed by the whole group, with each member being able to 
express their opinion, and leaving plenty of time to discuss the matter fully. By
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discussing these concerns only within the third year, we fragmented the group and 
then by only expressing these concerns at the last minute, and with a depleted group 
of second years, this enhanced the fragmentation. It might even have seemed as 
though, as third years, we were taking a more powerful position.
It is interesting that of the group that the issue was discussed with, only the third 
years had ethical concerns. This may reflect the individual personalities within the 
group, for example perhaps a higher sensitivity among the third years, or a difference 
in stage of training which may have led the third years to be more aware of such 
issues. It is of note that none of the third years, including myself, felt able to bring up 
the matter of concern. This may be partly a result of what has been labeled evaluation 
apprehension, whereby group members may be inhibited because of concern about 
how other group members will view what they say (Kerr & Tindale, 2004). It could 
also signify a lack of assertiveness or a desire to maintain the status quo.
MY ROLE AND EXPERIENCES
During the PEL task, I did not see a clear role for myself in the group. However, 
reflecting back now, I think that I did take on a certain leadership role which perhaps 
reflects my own strengths but also my position in training. Leadership has been 
defined as the process of influencing others to reach agreement on what needs to be 
done and how to do it effectively, and the process of enabling others to reach shared 
goals (Yuki, 2002). In the group, my role tended to be to keep people to time, and to 
steer the group when we became distracted from the task, in the hope of facilitating 
us to meet our objectives. In some ways I think that my role in the group fits this 
definition of leadership. It would have been interesting to find out how other group 
members perceived my role, and their own, but we did not discuss this at the time.
In previous PEL exercises, I have tended to take a fairly passive and deferring role, 
and so its interesting to reflect on where the change in my role might have stemmed
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from. It may partly result from my feelings of comfort and familiarity with the other 
third years in my group, as we had now worked together in three PEL tasks. It could 
also partly reflect my position in training, where, being in the third year, my 
confidence and leadership skills have developed. Certainly, in the last few months of 
training, leadership has been particularly emphasised to us as important in our clinical 
practice, as a result of initiatives such as New Way of Working (British Psychological 
Society, 2007), which outline the need for clinical psychologists to take a leadership 
role.
My differing role may also reflect a change in status from the previous PEL where I 
was a second year with third years, where the difference in perceived experience and 
expertise may have inhibited me. The role that I took may also reflect my stress levels 
which are currently at their highest given my position in training, where under the 
pressure of work demands, my need to carefully allocate my time is paramount. This 
may have led me to become very focused on output and meeting our goal quickly.
CONCLUSION
We chose to approach the question of ‘how do we know IAPT is working’ by looking 
at issues surrounding the outcome measures used in IAPT. Prior to this exercise, I had 
already been aware of the number and frequency of outcome measures used through 
IAPT, and had very negative views on this. I was particularly concerned about the 
effects on service users of having to regularly fill out multiple measures of their 
symptoms and well-being, and also how this would affect the therapeutic relationship. 
The process of preparing our presentation led me to question some of my assumptions 
about IAPT by bringing to light some of the benefits for service users of measuring 
outcome, for example in terms of examining whether services are meeting their 
needs. However, it has also highlighted to me what might feel like an enormous 
pressure on clients to ‘get better’ quickly and get back to work.
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Our group was more diverse in some aspects than my previous PBL group which 
consisted of all white, British bom females, in their late 20s. We had one male in our 
group, some ethnic diversity, and an age range from early twenties to late thirties. I 
think that this greater diversity led to a broader range of experiences to draw on. 
However, our shared goals and training also enabled us to work together easily and 
without great conflict.
It has been within this group that I have noticed the biggest change in myself in terms 
of role. I am hopeful that the steps that I made towards taking more of a leadership 
role within my PBL group might be mirrored in my professional life as well. 
However, I recognise that taking such a role will prove more challenging in a multi­
disciplinary team in comparison to a group of my peers.
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The Case Discussion Groups were formed to create a safer environment to reflect on 
clinical issues and personal and professional development. My Case Discussion 
Group (CDG) consisted of seven trainees and a facilitator from the course team. The 
following process account involves reflection on the work of the group, the group 
process, the self within the group, personal and professional development, and the 
clinical implications of this development.
There are a number of key issues which come to the forefront of this process account. 
There is discussion of issues of leadership and power imbalance within the group, 
linked with being facilitated by a member of the Course Team and with our roles as 
‘students’. Difficulties with group cohesion are discussed with lack of commitment to 
the group and poor attendance being key factors. A group cycle is identified in terms 
of group productivity, group identification, role differentiation and decay. A 
discussion of my own role, how this developed and how it may have affected other 
group members is undertaken. There is discussion of personal and professional 
development, with particular emphasis on the benefits of the diverse nature of 
experience and knowledge within the group, and how this facilitated shared learning 
in terms of clinical practice. Finally there is the identification of learning needs and 
how these have implications for clinical practice.
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The following process account seeks to describe the changes in my Case Discussion 
Group since I completed the last account at the end of the first year. It involves 
reflection on the work of the group, processes within the group, reflections on my 
own development within the group, personal and professional development, and the 
clinical implications of this.
The focus of this account is on a conflict which occurred between one group member 
and three others, and the repercussions of this for the group. I have discussed how this 
conflict affected the work of the group which largely became focused on resolving 
the tension and difficulties within it. I have reflected on how it influenced processes 
within the group and my own development, personally and professionally. I have 
discussed the crucial role of a strong facilitator within the group and how this aided 
our development. There is also discussion of the development of the group following 
the departure of the individual group member at the centre of the conflict, which 
seemed to largely follow Tuckman’s (1965) theory of formation of a new group. 
Throughout the account and particularly under the heading of personal and 
professional development, I have highlighted my own learning needs and how my 
experiences in the group might relate to clinical practice.
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An Overview of Clinical Experience
ADULT MENTAL HEALTH PLACEMENT 
October 2007-September 2008
This placement was based in a Primary Care Mental Health Team.
Clinical work with individuals: I worked with adults aged from 27 to 63, presenting 
with obsessive compulsive disorder, anxiety, depression, health anxiety and 
psychosis. I carried out assessments with clients, including ongoing risk assessments 
and two neuropsychological assessments to determine cognitive strengths and 
weaknesses. I primarily used cognitive behavioural therapy, but also integrated 
mindfulness, acceptance and commitment therapy, and schema focused therapy.
Group work: I co-facilitated a mindfulness based cognitive behavioural therapy 
group with my supervisor, which eight adults with recurrent depression attended.
Teaching and presentations: I carried out teaching on obsessive compulsive 
disorder with a carers group. I also presented the results of my service related 
research project, which had been undertaken at the service, to the team.
LEARNING DISABILITIES PLACEMENT 
October 2008- March 2009
This placement was based in a Community Learning Disabilities Team.
Clinical work with individuals: I worked with adults aged 19 to 52, carrying out 
individual work for bereavement, low mood and anxiety, and couple work for 
relationship difficulties.
I carried out assessments for learning disability and autistic spectrum disorder, and 
dementia assessments with individuals who had Down’s syndrome. I completed a 
functional analysis of challenging behaviour at a residential home.
Group work: With another trainee I co-facilitated a relationships group and a men’s 
group, utilising psycho-education and cognitive behavioural principles. I also co­
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facilitated a group for staff at a residential home to lend psychological thinking to 
difficulties managing ‘challenging behaviour’.
Teaching and presentations: I undertook a presentation on dementia to carers in a 
residential home.
CHILD AND ADOLESCENT MENTAL HEALTH PLACEMENT 
April 2009-September 2009
This placement was based within a Child and Adolescent Mental Health Service.
Clinical work with individuals: I worked with young people between the ages of 
three and fifteen with a number of presenting difficulties including low mood, 
anxiety, obsessive compulsive disorder, ‘challenging behaviour’, and difficulties 
managing eczema.
I used a range of therapeutic interventions including brief solution focused therapy, 
motivational interviewing, cognitive behavioural therapy, as well as bringing in 
systemic thinking. I undertook assessments for attention deficit hyperactivity 
disorder, autistic spectrum disorder and to identify cognitive strengths and difficulties 
following brain injury. I liaised with the Paediatric Diabetes Service and saw young 
people for difficulties with injection regime compliance, feeding, and behaviour.
Teaching and presentations: I presented my major research project on ‘recovery’ in 
children and young people, to the multi-disciplinary team.
SPECIALIST PLACEMENT 
October 2009- March 2010
This placement was based within a Children Looked After Psychology Service, 
which formed part of a multidisciplinary Placement Support Team.
Clinical work with individuals: I worked with young people aged eight to seventeen 
with a range of difficulties including: processing their experiences in care, traumatic
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memories of abuse, witnessing domestic violence, difficult relationships with family 
and managing the transition from care to independent living. I worked within a 
number of psychological models including psychodynamic, systemic, cognitive and 
behavioural.
I carried out cognitive, behavioural and emotional assessments with children, 
including an assessment for learning disability. I worked across a range of settings 
including the CAMHS clinic, at clients’ homes, schools, social services settings, and 
residential homes. I worked with the systems surrounding the child including schools, 
foster carers, and social workers.
Group work: Along with two clinical psychologist colleagues, I co-facilitated a 
Webster-Stratton parenting group for foster carers.
Teaching and presentations: I presented a clinical case in one of the monthly 
psychology team meetings.
OLDER ADULT MENTAL HEALTH PLACEMENT 
April 2010- September 2010
This placement was based in an older adults Psychology Service, providing input to 
community and inpatient services for organic and mental health difficulties.
Clinical work with individuals: I saw clients at home and in the community for 
work around bereavement, hoarding and low mood. I drew primarily on cognitive 
behavioural, systemic and psychodynamic models. I carried out assessments with a 
number of clients, including assessment of psychological needs, cognitive 
assessments and risk assessments.
Group work: I undertook a ward-based cognitive stimulation group for people with 
dementia, and a carers group for family members of clients on a functional ward.
Teaching and presentations: I undertook a teaching session for staff members on 
the functional ward.
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This case report describes a piece of cognitive behavioural therapy with a woman in 
her thirties, Louise. Louise was referred to the Primary Care Mental Health Team by 
her GP for help with depression. Louise had a number of negative thoughts about 
herself including that she did not fit in, nobody liked her, and that she was not doing 
well at work.
Louise and I agreed to meet weekly for eight sessions of cognitive behavioural 
therapy, and two follow-up sessions. During these sessions we built a formulation of 
Louise’s presenting difficulties using a cognitive behavioural model. Intervention 
involved activity scheduling and helping Louise to challenge her negative automatic 
thoughts and identify thinking errors. We also explored the dysfunctional 
assumptions and core beliefs underlying her negative thoughts, and sought to develop 
new more realistic rules and assumptions.
As therapy progressed, it became apparent that Louise’s relationship with her 
husband was contributing to the maintenance of her depression and so we used a 
problem solving approach to discuss these difficulties in our final sessions together. 
At our final session, symptoms of Louise’s depression had decreased and she had 
started to develop the skills to challenge her negative thoughts.
Through working with Louise I identified my need to plan sessions in great detail 
because of worry about being able to provide immediate solutions to difficulties. I 
subsequently identified that I wanted to develop my ability to tolerate uncertainty, 
which I hoped would emerge through growing experience and confidence.
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Cognitive behaviour therapy with exposure and response prevention, with a black 
British woman in her twenties presenting with obsessive compulsive disorder
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This case report describes a piece of work carried out with Claire, a black British 
Muslim woman referred by her GP for help with obsessive compulsive disorder. 
Claire identified experiencing intrusive thoughts and images of a sexual nature, which 
led to anxiety and her engagement in counterproductive safety strategies, such as 
thought suppression, and compulsions, which included cleaning and praying. It was 
decided to use a primary cognitive approach to intervention, with exposure and 
response prevention.
We agreed to meet for ten sessions with two follow up sessions aimed at maintaining 
therapeutic change. We initially worked on modifying Claire’s beliefs about the 
intrusive thoughts and then worked on her compulsions and safety strategies. 
Following intervention, Claire’s scores on the Yale Brown Obsessive Compulsive 
Scale reduced from 18 to 6, showing a reduction in her symptoms. She had also 
significantly reduced her cleaning. We discussed relapse prevention and maintenance 
of her progress at the follow-up sessions. \
If I were to repeat this piece of work, I would work more on the difficulties which 
became evident in Claire’s relationship with her husband, and which appeared to 
perpetuate her difficulties. I would have perhaps sought more persistently to involve 
him in sessions. I reflected that my hesitancy to do so may reflect my lack of 
experience in working systemically.
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An extended psychometric assessment with a 26 year old man with a learning
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This case report describes an extended psychometric assessment with a 26 year old 
man, Jack. He was referred to psychology because the employment service which had 
been attempting to engage him with work had not been successful in doing so and had 
refused to work with him further. There were concerns that Jack was being given a 
bad attitude label and that day services may withdraw their support as they felt he 
appeared too able. The referrer was concerned that underlying cognitive difficulties 
were not being taken into account and requested a cognitive assessment.
This report outlines the first part of the assessment which aimed to establish whether 
Jack had a learning disability, and the nature and extent of this learning disability. It 
then goes on to describe the extended assessment which involved investigating 
whether Jack fell on the autistic spectrum and whether this could further explain the 
difficulties he was referred for. Jack was found to have a mild learning disability 
with specific difficulties around comprehension and processing speed. He was also 
found to display a number of autistic traits although he did not meet the criteria for 
diagnosis. Other potential reasons for his difficulties were also considered, including 
attachment insecurity and obsessive tendencies. It is hoped that the assessment has 
allowed a greater understanding of Jack’s strengths and difficulties so that he can be 
better supported and understood.
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The oral presentation required presentation of some part of a piece of clinical work 
undertaken during my child and adolescent mental health placement, and a discussion 
of my development as a clinical psychologist. I chose to discuss a piece of 
motivational interviewing that I had undertaken with a diabetic adolescent female, 
Zoe, with a focus on the intervention. Zoe had been diagnosed with Type 1 diabetes 
as a baby. She was referred to the Child and Adolescent Mental Health Service as she 
had been missing out a number of her insulin injections. She was accompanied to her 
assessment appointment by her mother and baby half-brother. Her step-father, who 
lived with them, was not present.
My initial formulation considered a number of issues which might have led to the 
presenting difficulties. I hypothesised that precipitating the current difficulties was 
Zoe being an adolescent and trying to assert her independence, yet still being a child 
and having limited choice. Research shows that adolescence is a particularly hard 
time to manage diabetes with the interplay of a number of factors including 
biological, social and individual. I indentified that perpetuating the difficulties may 
be that Zoe gained attention for not doing the injections, which was reinforcing, and 
that she may achieve a sense of power, choice and control. Finally, a protective factor 
was that Zoe herself indentified that she was highly motivated to change.
In the presentation, I identified the key principles of motivational interviewing, and 
the evidence base which supported its use with this particular client. I outlined the 
intervention plan which I developed in accordance with this evidence base. I then 
presented the reformulation which was developed during the course of therapy and 
highlighted emerging factors which appeared to precipitate the current difficulties. 
This included Zoe feeling pushed out by her new stepfather and baby brother, and 
that this may accentuate the sense of rejection she already felt due to her father 
leaving the family when she was a baby. She identified that failing to do her 
injections was a way of keeping her mother close to her and of feeling looked after.
I finished the presentation with a reflection of what I might have done differently, 
which was to involve Zoe’s mother at the end of each session to enable increased 
support for Zoe to make progress outside sessions. I reflected on this case in relation 
to my development as a clinical psychologist over the course of training. I highlighted
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my use of motivational interviewing as an important step for me in moving away 
from reliance on the model that I tended to feel most safe with, cognitive behaviour 
therapy. This case also reflected my increasing ability to be less directive and more 
client-led as motivational interviewing highlights the importance of this. Finally this 
case represented a step towards building my confidence in working more 
collaboratively with families, and the importance of this for the effectiveness of 
interventions.
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This case report describes an extended psychodynamic assessment and formulation 
with a 17 year old black, British bom adolescent, Scott. Scott was referred by his 
social worker to the Children Looked After Psychology Service, after requesting to 
see a psychologist to talk about his journey through the care system. Initial 
assessment revealed that Scott was troubled by ruminations about why he was placed 
into care and why so many of his foster care placements had broken down. He was 
also having visualisations and memories of physical abuse, which he experienced 
whilst in the care of his first foster carers.
It was decided to undertake an extended assessment and formulation to gain more of 
an understanding of Scott’s current psychological state, and to make 
recommendations for further input to meet his current and future needs. Issues of 
diversity and difference were considered, as well as the impact of the therapeutic 
relationship on the work. Recommendations were made, together with Scott, for him 
to meet with a clinical psychologist to talk more about his experiences, and to help 
him process his journey through care. The report ends with critical evaluation and 
reflections about the work, which includes a consideration of the difficulties with 
seeing clients who require more long term work, with the time limited nature of 
trainee placements. Further, the nature of the care system, and the negative effects 
that this can have on the young people within it, were considered.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions 0
2 Carrying out a structured literature search using literature search tools 0
3 Critically reviewing relevant literature and evaluating research methods 0
4 Formulating specific research questions 0
5 Writing brief research proposals 0
6 Writing detailed research proposals/protocols 0
7 Considering issues related to ethical practice in research, including issues o f  diversity, and 
structuring plans accordingly
0
8 Obtaining approval from a research ethics committee 0
9 Obtaining appropriate supervision for research 0
10 Obtaining appropriate collaboration for research 0
11 Collecting data from research participants 0
12 Choosing appropriate design for research questions 0
13 Writing patient information and consent forms 0
14 Devising and administering questionnaires 0
15 Negotiating access to study participants in applied NHS settings 0
16 Setting up a data file 0
17 Conducting statistical data analysis using SPSS 0
18 Choosing appropriate statistical analyses 0
19 Preparing quantitative data for analysis 0
20 Choosing appropriate quantitative data analysis 0
21 Summarising results in figures and tables 0
22 Conducting semi-structured interviews 0
23 Transcribing and analysing interview data using qualitative methods 0
24 Choosing appropriate qualitative analyses 0
25 Interpreting results from quantitative and qualitative data analysis 0
26 Presenting research findings in a variety o f  contexts 0
27 Producing a written report on a research project 0
28 Defending own research decisions and analyses 0
29 Submitting research reports for publication in peer-reviewed journals or edited book 0
30 Applying research findings to clinical practice 0
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ABSTRACT
Objectives: This audit aimed to compare the referral pathways and waiting times 
over one month in a Primary Care Mental Health Team (PCMHT), with the standards 
outlined in the Operational Policy for the PCMHT (2007). It also aimed to provide a 
descriptive snapshot of referrals during this month in terms of age, gender, presenting 
problems, provisional diagnosis and interventions offered. Method/procedure: 
PCMHT assessment forms, used for assessment of referrals, were collected in May 
2007. Data within these forms was input into SPSS, and descriptive and frequency 
statistics used to address the objectives of the audit. Results: Only 44 of the 81 
referrals received by the team in May 2007 had PCMHT assessment forms. Analysis 
of these 44 referrals showed that the majority of urgent (77%) and routine (90%) 
referrals were being seen within 5 and 15 working days, respectively. Also the 
majority of referrals with mild mental health difficulties, and the majority of those 
with moderate to severe mental health difficulties, were being referred to primary and 
PCMHT/specialist interventions, respectively. Conclusions: The results suggest that 
in May 2007, for those with PCMHT assessment forms, the team was largely meeting 
the standards outlined in the Operational Policy (2007), in terms of waiting times and 
referral pathways. Age of the data and number of referrals without PCMHT 
assessment forms, limited this audit. However, as no major changes had occurred to 
referral process since May 2007, problems of missing forms and difficulties tracking 
outcome of referrals are still likely to be relevant today.
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INTRODUCTION
Background
In 2004, the Primary Care Mental Health Team (PCMHT) where I currently work, 
was formed by merging two Community Mental Health Teams. It was developed as 
part of a wider drive towards the PCMHT model locally. One significant publication 
in this drive was ‘Modernising Mental Health Services: Safe, Sound and Supportive’ 
(Department of Health, 1998). This paper provided the context for the National 
Service Framework for Mental Health (Department of Health, 1999), which set out 
seven standards for improving mental health services. These included combating 
discrimination, increasing accountability, bridging primary and secondary care and 
ensuring effective services for people with severe mental illness.
In order to meet these needs for service improvements in the context of limited 
resources, the Stepped Care Approach was recommended by the National Institute for 
Health and Clinical Excellence (2004). This approach aims to provide the most 
effective and efficient treatment, according to the severity of the mental health 
problem.
Recent clinical guidelines have also pushed towards an increased focus on treating 
common mental health problems, both due to economic costs in terms of lost working 
days (Layard, 2004), and because of the effect on the individual’s sense of self 
(Richards and Raistrick, 2007). In hand with this, there is increasing evidence for the 
benefits of psychological therapies in treating common mental health problems, 
which led to a key government initiative ‘Improving Access to Psychological 
Therapies’ (National Institute for Mental Health in England, 2005).
In 2007, a draft Operational Policy for the PCMHT where I work was created to put 
forward how some of these clinical guidelines and initiatives could be met. It outlined
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that the PCMHT should follow the Stepped Care Approach (NICE, 2004) to 
facilitate:
• integration of care across primary and secondary services, providing easier 
access and a more collaborative approach for clients
• a more person centered approach
• reduction of stigma, as it allows clients to be seen for assessment, and some 
interventions, at their General Practitioners (GP) surgeries
• reduction in waiting times for assessment
• improved access to psychological therapies, with a single point of entry 
Stepped Care Approach
The Stepped Care Approach, which is outlined in the NICE guidelines for depression 
(2004) aims to ensure that the most effective and efficient treatment is given to 
clients by ‘stepping’ interventions, according to severity of need. There are five steps:
Step 1: Recognition and assessment of mental health problems in primary care 
and general hospital settings
Step 2: Managing mild mental health problems in primary care
Step 3: Managing moderate to severe mental health problems in primary care
Step 4: Specialist mental health services
Step 5: In-patient care
How the PCMHT model works
Step 1 and 2: Primary care interventions
The aim within the Operational Policy for the PCMHT (2007) is for steps 1 and 2 to 
take place within primary care. Typically it will be the GP who recognises a mental 
health problem, and refers the client for triage assessment by a Mental Health 
Practitioner (MHP) who fills out a PCMHT Assessment form during triage. However,
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clients may also be referred for assessment by ‘external agencies, statutory bodies, 
voluntary organizations’ (Operational Policy for the PCMHT, 2007).
MHPs will then decide, together with the wider PCMHT which step these clients 
should be referred to. If the mental health difficulty is found to be of low risk, having 
only a small effect on functioning and being of mild severity, then the client is not 
taken into the core PCMHT (Operational Policy for the PCMHT, 2007). Instead they 
should be referred for primary care interventions which include: self-help, voluntary 
organizations, counseling within the GP surgery, computerized CBT, brief CBT with 
the MHP.
In addition, the Operational Policy (2007) outlines that routine referrals should be 
seen within fifteen working days, and urgent referrals within five.
Step 3: PCMHT Interventions
The PCMHT model aims to provide interventions at step 3 for those identified with 
‘moderate to severe mental health problems’ (pp6., Operational Policy for the 
PCMHT, 2007). These PCMHT interventions include: psychiatry, psychology, CBT 
and care-co-ordination within the team.
Step 4: Specialist interventions
Clients can be referred directly to this step after initial assessment by the MHP and 
PCMHT if they are considered to need specialist intervention. Interventions available 
at this step include: Eating Disorders service, Crisis Assessment and Treatment, and 
Early Intervention in Psychosis.
93
Service Related Research Project
Reason for carrying out the audit
The PCMHT wanted to know the extent to which they were following the referral 
pathways outlined by the Operational Policy for the PCMHT (2007), in terms of 
allocation to the correct ‘step’ and related interventions. They also wanted a 
descriptive ‘snapshot’ of the service in terms of the number of clients seen, their 
difficulties, provisional diagnosis, and the interventions they were offered.
Rationale for sample taken
In consultation with the Service Manager, it was decided that collecting referrals over 
one month, would provide enough referrals (an estimated 80 to 100) to indicate where 
the service was performing in line with guidelines and to indicate areas of weakness. 
The Service Manager wanted May 2007 to be used as the sample for audit, as 
referrals for this month had already been collected by another member of staff. The 
Service Manager stated that since there had been no major changes to referral 
processes since May 2007, the results of this audit should reflect issues which are still 
outstanding and the changes needed to ensure greater congruence with the 
Operational Policy for the PCMHT (2007). It was also hoped that the data could be 
used as a baseline for future audits to be compared to, in order to track improvements 
made.
The objectives for the audit were as follows:
Objective 1: Descriptive snapshot
To look at all the PCMHT assessment forms completed in one month, in order to 
provide a descriptive snapshot of that month, in terms of age and gender of referrals, 
their presenting difficulties, provisional diagnosis and interventions offered.
Objective 2: Waiting time between receipt of referral and date seen bv assessor
To determine whether waiting times for normal and urgent referrals were within the 
time limits outlined by the Operational Policy for the PCMHT (2007), for that month.
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Objective 3: Congruency of referral pathways with PCMHT Operational Policy 
(2007j
To determine the level of severity, risk and impairment to functioning of the mental 
health need of each referral, and to then establish whether the subsequent referral 
pathways were congruent with those outlined by the Operational Policy for the 
PCMHT (2007) in that month.
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METHODS/PROCEDURES 
Process for referrals
The main point of referral to the PCMHT is through the GP, who will pass the client 
to the MHP attached to their GP surgery for triage assessment. At the assessment 
interview, the MHP fills out a ‘PCMHT Assessment Form’ (see Appendix A), the 
main aim of which is to determine the severity of the mental health difficulty and to 
note the interventions offered to the client. Other staff also assess referrals and some 
clients are referred through the duty system. It is outlined in the Operational Policy 
for the PCMHT (2007) that all referrals should be assessed using the PCMHT 
Assessment forms.
Context
I was approached by the Service Manager and Consultant Psychologist within the 
PCMHT, in October 2007, to do this audit. PCMHT Assessment Forms for May 2007 
had been collected over June and July 2007.
There were 81 referrals recorded in the team meeting notes as being received by the 
PCMHT during May 2007. Of these, 44 (54%) had completed PCMHT assessment 
forms and 37 did not. Reasons for this missing data were traced thorough the team 
meeting minutes. Eleven clients did not attend their assessment appointments, seven 
were received through the duty process and not assessed using the PCMHT 
assessment forms, two were transferred from other services and were not assessed 
using PCMHT assessment forms, four were inappropriate referrals and were 
redirected to the appropriate service, two were assessed by staff other than a MHP 
who did not fill out PCMHT assessment forms, three forms had large amounts of data 
missing within them and so were excluded from the audit.
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The outcome for the remaining eight referrals was not noted in the team meeting 
minutes and so their notes were retrieved from medical records. Three of these 
clients did not have notes, two were not assessed using PCMHT forms, and three had 
no note of a referral in 2007.
Procedure
Data from the PCMHT assessment forms were input into SPSS and included age, 
date referred, date assessed, presenting problems, level of psychological functioning, 
level of risk, mental health assessment status and interventions offered. Descriptive 
and frequency statistics in SPSS were used to analyse the data.
Ethics
This piece of work did not require approval by an NHS Research Ethics Committee, 
as it is defined as a clinical audit (National Patient Safety Agency, 2008). It is aiming 
to measure practice against existing standards.
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RESULTS
Objective 1: Descriptive snapshot
Number of referrals
Of the 44 referrals with PCMHT assessment forms, 13 were male (30%) and 31 
(70%) were female. Ages ranged between 17 and 65. Referrals were received from 13 
GP surgeries.
Presenting problems
Presenting problems were recorded for all 44 referrals and each was assessed as 
having a number of presenting problems. Figures 1, 2, 3 and 4 display the percentage 
of referrals with each presenting problem under the categories of psychological, 
social, survival and history of abuse respectively.
The most common presenting problem overall was depressed feelings, which 73% of 
clients were recorded as having. ‘Sleep problems’ and ‘anxiety, phobias and panic’ 
were the next most common problems with 41%, and 39% of referrals, respectively, 
being assessed as experiencing these difficulties.
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Figure 2: Percentage of referrals with each social presenting problem
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Figure 4: Percentage of referrals with each ‘history of abuse’ presenting 
problem
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Provisional diagnosis
Information on provisional diagnosis was available for 41 referrals (Figure 5). By far 
the most common diagnoses were mild or moderate depression, each accounting for 
27% of diagnoses.
ro ra
m £
Depress iw  episode Anxiety states Eating disorder
Figure 5: Provisional diagnosis
Interventions offered
Interventions offered to the client fell into three categories, according to the position 
in the Stepped Care Approach (NICE, 2004). The first was primary care 
interventions, which cover step 1 and 2 of the Stepped Care Approach (NICE, 2004) 
and are interventions carried out primarily by the GP and voluntary agencies (see 
Figure 6). The second category was PCMHT interventions which fall into step 3 and 
are the interventions carried out by staff within the core PCMHT (see Figure 7). 
Finally the third category was specialist interventions (see Figure 7) which fall into 
step 4.
The data in Figures 6 and 7 are not presented in terms of percentage of clients 
referred to each intervention, as generally referrals were offered more than one 
intervention.
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Figure 7: Number of referrals offered PCMHT and specialist interventions
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Objective 2: Waiting time between receipt of referral and date seen by triage 
assessor
This information was available for 38 of the 44 referrals. 29 referrals were routine 
and 9 were urgent. Of the 29 routine referrals, 26 (90%) were seen within 15 working 
days which was the standard for waiting times outlined by the Operational Policy for 
the PCMHT (2007). The remaining 3 (10%) were seen between 37 and 64 days after 
referral.
Nine referrals were labeled ‘urgent’ by the GP. Seven (77%) were seen within the 
five working days outlined by the PCMHT Operational Policy (2007). Two (33%) 
were seen between six and fifteen working days after referral.
Objective 3: Congruency of referral pathways with the PCMHT Operational 
Policy (2007)
Severity of the mental health need was assessed on the PCMHT Assessment Form in 
terms of three areas: impairment of functioning, severity of risk and mental health 
assessment status.
Impairment to functioning
Information on degree of impairment to functioning was available for 43 referrals.
Figure 8 displays the interventions offered according to the degree of impairment 
(mild, moderate or severe).
The data shows that the majority of referrals (83%, n=15) identified as having only 
mild impairment to functioning were offered primary care interventions. Of those 
who were thought to have moderate impairment to functioning, the split between 
being offered primary and PCMHT interventions was almost half and half (48%,
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n= ll and 39% n=9 respectively), with the remaining 13% (n=3) being offered 
specialist services. Only two referrals were classified as having severe impairment to 
functioning. One was referred to PCMHT interventions and the other to specialist 
services.
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Figure 8: Percentage of referrals from each category of severity, against 
intervention offered
Severity of risk
There was information on severity of risk for 42 referrals. Figure 9 displays the 
interventions offered according to the degree of risk (none, mild or moderate). The 
data shows that the majority of those identified as having no risk (67%, n=16) or mild 
risk (86%, n=6) were offered primary care interventions. 46% of those with moderate 
risk were offered PCMHT interventions (46%, n=5), the remaining 54% were split 
equally between primary care interventions and specialist interventions.
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Figure 9: Percentage of referrals from each degree of risk, against intervention 
offered
Mental health assessment status
Data on mental health assessment status (MHAS) was available for 40 referrals. 
Figure 10 displays the interventions offered, according to level of MHAS (mild, 
moderate or severe). 81% (n=13) of those who were assessed as having a mild 
MHAS were offered primary care interventions. Of those with moderate MHAS, 43% 
(n=9) were offered primary care interventions and 47.5% (n=10), PCMHT 
interventions. 100% (n=2) of those with severe MHAS were offered specialist 
interventions.
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DISCUSSION 
Conclusions
Only 54% of referrals had a PCMHT assessment form, therefore the following 
conclusions are limited to discussing these referrals. Three objectives were outlined 
in the introduction to this audit. The first was to provide a descriptive snapshot of the 
service in May 2007, the results of which have been shown in the preceding section.
The second objective was to see whether the response times to referrals outlined in 
the Operational Policy for the PCMHT (2007) were being met in May 2007. The data 
in this audit suggests that, for referrals with completed PCMHT assessment forms, to 
a large extent response times were being met, with 90% of routine referrals and 77% 
of urgent referrals being seen within 15 and 5 working days, respectively.
The third objective was to determine whether clients were being offered the right 
interventions, and being directed to the correct step of care, according to the severity 
of their mental health needs as outlined by the Operational Policy for the PCMHT 
(2007). The results suggest that the team was largely meeting this objective in May 
2007 for those with completed PCMHT assessment forms, with the majority of 
referrals with none or low risk (86% and 67% respectively), with only mild 
impairment to functioning (83%), and with mild MHAS (81%), being referred to 
primary care interventions. This is in comparison to those with moderate impairment 
to functioning, moderate risk, and moderate MHAS where the majority, (52%, 73% 
and 57% respectively), were referred to PCMHT or specialist interventions.
Limitations and implications for current practice
Only 54% of referrals in May 2007 had a complete PCMHT assessment form, 46% 
did not. The absence of forms for 18.5 % of this 46% is accounted for as 11 clients 
not attend their assessment appointments and 4 were referred inappropriately. 
However, the reasons for the lack of forms for the remaining 27.5% are unclear and
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reduced the sample size expected to be audited. The age of the data means that 
unexpected and unknown variables could have been introduced since May 2007. 
However, the Service Manager said that there had been no major changes to the 
referral process since May 2007, so the problem of missing PCMHT assessment 
forms and difficulties tracking the outcome of referrals are still likely to be relevant to 
the team today. These difficulties have been highlighted to the Service Manager who 
has said that a new, more robust system for tracking referrals will be developed and 
that there will be staff training to highlight that all referrals should be assessed using 
the PCMHT forms, including those referred through duty or assessed by members of 
the team who are not MHPs.
Future work
Despite its limitations, the ‘snapshot’ of the service provided by this audit is useful as 
it provides a baseline which can be used for comparison with ‘snapshots’ taken in the 
future. In this way, changes made by the service in light of the results of this audit can 
be tracked, for example whether more referrals are correctly assessed using PCMHT 
forms and whether the process for tracking outcome have been improved.
This audit has evaluated only a couple of elements of the service: waiting times and 
referral pathways. It would be useful for future audits and service evaluations to 
evaluate effectiveness in terms of other areas. One important piece of work would be 
to look at the views of the service from clients and their carers.
It would also be important to investigate why 3 clients (10% of routine referrals) were 
only seen between 37 and 64 days after referral. This length of wait is not acceptable 
given the guidelines outlined by the Operational Policy for the PCMHT (2007) and it 
would be important to find out why there was this length of wait.
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The results of this audit will be presented to the PCMHT during a team meeting on 
the 11th August (see Appendix B).
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PCMHT ASSESSMENT FORM
Patient Details
Name: DOB: Gender:
Referrer: Practice:
Assessor: Date of Assessment:
Presenting Problems/Symptoms (tick any areas identified)
Psychological
□ Overactive 
/Aggressive/ 
Disruptive 
Behaviour
□  Thought 
Disorganisation
□  Anxiety panic
□  Obsessional ideas
□  Depressed feelings
□  Mood variances
□  Hallucination/Delusi 
ons
□  Cognitive Problems 
(memory 
concentration 
orientation)
□  Eating Problems
□ Poor Coping 
Strategies
□  Attitude To 
Problems
□  Somatic problems
□  Bereavement
□  Recent Losses
□  Spiritual Problems
□  Feelings Of 
Alienation
□ Alcohol or 
substance misuse
Social
□ Lack Of Ability To 
Make/Maintain 
Friendships
□  Lack Of Supportive 
Relationships
□ Relationship 
Problem
□ Sexual Problems
□  Unable To Handle 
Daily Stressors
□ Cultural Problems
□  Ethnicity Problems
□ Family Problems
□ Communication
□ Problems At Work
□ Legal Problems
□ Leisure
□ Education
□ Lack of personally 
meaningful life
□  Life Changes
□ Gender Problems
Survival
□  Housing Issues
□ Financial 
Problems
□ Missing Essential 
Amenities (e.g. 
toilet, bed, 
washing facilities, 
heating)
□  Problems in self 
care, cooking 
cleaning etc
□  Not Enough Food 
& Fluids
□  Clothing 
Problems
□ Mobility Problems
□ Physical Health 
Problems
□ Sleep Problems
□ Lifestyle Issues
□ Disabilities
□  Ability to use 
public transport
□  Reading Writing 
problems
History o f 
Abuse
□  Physical
□  Sexual
□  Emotional/ 
Psychologi 
cal
NONE MILD MODERAT
E
SEVERE VERY
SEVERE
Psychological - Disabling or 
distressing problems with 
thinking, feeling or behaviour
N one Minor Disabling
or
d istressing
Very 
disabling or 
d istressing
Social • Disabling problems 
with activities or in 
relationships with other 
people
None
□
Minor
□
Disabling
□
Very
disabling
Survival - Basic amenities, 
resources or living skills
No con cern s 
□
Minor
co n cern s
M arked 
lack of
□
S erious 
lack of
□
Life
th rea ten ing
□
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Summary: [include relevant history and relevant past and current treatment] 
Patient Name:
Risk Assessment: (tick any risks identified)
Deliberate Self Harm
□  Expressing Suicidal 
Intent
□  Clear Plan
□  Available Means
□  Preparations
□  H opelessness
□  No one to talk to
□ Poor Coping Resources
□ Impulsive 
Further indicators:
□  History of self harm
□ Diagnosis / Dual 
Diagnosis
□  Recent GP contact
□  Recent hospitalisation
□ Recent Loss
□  Living Alone
□ Unemployed
□  Older people (over 70)
□  Male (especially young)
□ Young Woman
Unintentional S elf Harm
□  Lack Of Self Care
□ Not Eating/Drinking
□ Refusing Assistance
□  Not Claiming Benefits
□  Lack Of Safety 
Awareness
□  Risky Sexual Behaviour
□  Substance misuse
□  Wandering
A t Risk from Others
□  Physical
□  Sexual Emotional
□  Racial
□  Financial
□  Neglect
□  Staff
□  Relatives
□  Friends
□ Neighbours
□ Strangers
□ Treatments 
From Carer:
□  Carer suffering Severe 
Stress
□  Carer suffering Mental 
Illness
□  Carer abuses Alcohol or 
drugs
□  Carer Refusing Help
□  History Of Abuse by or to 
Carer
From Society:
□  History of Abusive / 
Exploitative Relationships
□  Harassment From Public
□  Home used by unwanted 
others
□ Inadequate Home Security
□  Fear Of Retaliation From 
Abuse Reporting
A t Risk to Others
□  Children Z 
Dependents
□  Partners
□  Carers
□  Staff
□  Neighbours
□  Strangers
□  Relatives
□  Friends 
Further indicators:
□  Current threats, 
especially to a named 
person
□ History of Violence to 
people or property
□  History of Arson
□  History as an Abuser
□  No History Available
□  Carer’s  Concern
□  Impulsive Behaviour
□  A ccess to W eapons
□  Paranoia
□  Anti-Social Behaviour
□  Distrust Professionals
□  Risky sexual 
behaviour
□  Drug/alcohol abuse
□  Voices telling them to 
harm som eone
□  A ccess to Victim
NONE MILD MODERAT
E
SEVERE VERY
SEVER
E
Risk o f Deliberate S elf Harm 
or Suicide Attempt
No
concerns
□
Minor
concerns
v a - y . .
Definite
indicators
□
High risk 
to physical 
safety
□
Immedi 
ate risk
□
Unintentional Risk to 
Physical Safety
No
concerns
□
Minor
concerns
□
Definite
indicators
□
High risk 
□
Risk of ab u se or exploitation  
from other individuals or 
soc iety
No
concerns
□
Minor
concerns
□
Definite risk 
□
Positive
evidence
□
Risk to others physical 
safety  or property
No
concerns
□
Antisocial
behaviour
□
Risk
: :-0
High risk 
□
Immedi 
ate risk
□
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Summary of Risk:
Assessment Summary
□ Psychological □ Risk □ Social
Referral Reasons: □ Bereavement □ Financial □ Eating Disorder
□ Legal Problem 
a Relationships
D Problems At 
Work
Problems a Inadequate
Housing
Service □ Assessment □ Advice □ Treatment
Requested:
Issues Identified on assessment: 
Present mental state: 
IMPRESSION:
Mental Health Assessment Status:
a None
□ Mild
□ Moderate
□ Severe
□ Very Severe
Depressive Episode:- Anxiety States:- Eating Disorder-
□ Mild Depression □ Phobic Disorder □ Anorexia
□ Moderate □ Panic Disorder Nervosa
Depression □ Obsessive Compulsive □ Bulimia
□ Severe Depression Disorder (OCD)
□ Puerperal
Depression
□ Anxiety With
Depression
Affective Psychoses □ Schizophrenic Disorders □ Personality
(Bipolar) Disorders
Suicide/Self Inflicted □ Alcohol Dependence □ Drug
Injury Dependence
Provisional Diagnosis
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Proposed Plan
□ No further Contact Required. Further Assessment Required
Given Advice / Information (record
what)
Follow Up Offered: Refer On:
□ Medication Review □ Group Work
□ Psychiatric Medical Assessment / Review □ Mental Health Adviser
□ Social Intervention □ Social Worker
□ Occupational Intervention □ Counsellor
□ Talking Therapy □ Psychologist
Initial Treatment Plan: (Please Record) □ Occupational Therapist
□ Psychiatrist
□ Psychotherapy
□ Referred Back To GP
□ Primary Care Addiction
Team
□ STANDARD CPA □ Substance Misuse
□ ENHANCED CPA Service
□ Eating Disorder Service
□ Crisis Assessment
Treatment
□ Early Intervention
Psychosis
□ Employment Service
□ Assertive Outreach Team
□ Rehab & Recovery Team
□ Community Forensic
Team
□ Other (Please Record)
Risk Assessment Risk Plan:
Status:
□ None
□ Moderate
□ Severe
□ Very Severe
Patient Name
Assessor Signature: ______  Date:
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Proof of Feedback to Service
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presentation Sept 07
Emily Howard
Sent: Saturday, July 10, 2010 9:19 PM 
To: Pons R Miss (PG/R - Psychology)
Dear Course Team,
I confirm that Rebecca fed back her Service Related Research Project to the team in 
an informative presentation in September 2007. We appreciated all her hard work.
Dr Emily Howard 
Chartered Clinical Psychologist
Get a free e-mail account with Hotmail. Sign-up now.
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ABSTRACT OF QUALITATIVE RESEARCH PROJECT
Exploring trainees’ perceptions ofpregnancy and motherhood during clinical 
psychology training, focusing particularly on whether there is a right time to have a
baby.
YEAR 1 
JUNE 2008
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Abstract of Qualitative Research Project
This study adopted a qualitative methodology to explore trainees’ perceptions of 
pregnancy and motherhood during clinical psychology training. Due to the specific 
nature of the research question, the five participants that took part in this study were 
current first year clinical psychology trainees from the University of Surrey. 
Participants each took part in a semi-structured interview which was subsequently 
transcribed and analysed using interpretive phenomenological analysis as outlined by 
Smith (2003). An interdependent matrix of themes emerged from the analysis 
consisting of four super-ordinate themes: ‘coping with the course and life’, ‘searching 
for stability’, ‘is it the right time?’ and ‘juggling identity and role’ and several related 
cluster themes. The results highlight trainees’ perceptions of the factors influencing 
their decisions to become mothers during training. This study has potential 
implications for the course as to how they approach this issue in the future.
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MAJOR RESEARCH PROJECT
How do mothers o f adolescents with anxiety and/or depression understand and 
conceptualise their childfs experiences: towards a grounded theory o f ‘recovery’ in
child mental health.
YEAR 3 
JULY 2010
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ABSTRACT
Introduction: ‘Recovery’ is a concept of current high interest in adult mental health 
research and services. There have been recent calls by the Care Services 
Improvement Partnership (2007) to transfer this concept to child mental health. 
However, caution is needed in assuming that the concept as we know it in adult 
mental health is applicable to children and their families.
Objective: As it cannot be assumed that ‘recovery’ will be important to children and 
their families, this project investigated more broadly children’s experiences of mental 
health difficulties. In line with the existing research surrounding ‘recovery’ in adult 
mental health, this project aimed to move beyond developing an understanding of 
children’s experiences, to developing a conceptualisation. This project was one of 
three each looking at a different stakeholder group, with this project focusing on the 
views of parents/carers.
Method: A grounded theory approach was used to interview and analyse data from 
twelve mothers of adolescents with anxiety and/or depression.
Results: A conceptualisation of adolescents’ experiences of depression and/or 
anxiety, from the perspective of their mothers, was developed.
Conclusion: The conceptualisation developed suggested some elements of overlap 
with ‘recovery’ in adult mental health, for example, the importance of the social 
context and hope, and the individual nature of mental health experiences which do 
not necessarily follow a linear pathway or lead to a specified outcome. However, the 
findings also highlight some aspects of divergence with the adult concept of 
‘recovery’, which suggests caution is needed when considering transference to child 
mental health.
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INTRODUCTION
‘Recovery’1 is currently a topic of high interest in mental health services and 
research. The government is calling for adult mental health services to become more 
‘recovery orientated’, although there is debate about what this actually means. There 
is also impetus towards services across other age groups, including child services, to 
take up the values of ‘recovery’. This introduction outlines the origins of the 
‘Recovery’ Movement, attempts made to define ‘recovery’, how adult mental health 
services have taken up this term, and the attempts made so far to transfer the values of 
‘recovery’ to child mental health.
Origins of the ‘Recovery’ Movement in Adult Mental Health
Historically, in Western Cultures, severe mental illness such as ‘schizophrenia’2 has 
been characterised as leading to progressive deterioration, with poor outcomes and 
treatment largely focused on attempts to reduce and control symptoms through the 
use of medication (Rodgers et al, 2007). However, the 1980s saw the growth of the 
‘Recovery’ Movement in adult mental health, which suggested that people with so 
called ‘severe and enduring mental illness’3 could lead successful, satisfactory lives 
while managing their difficulties, and questioned the view that poor outcomes and 
deterioration were inevitable (Rodgers et al, 2007). The ‘Recovery’ Movement 
emerged from drivers for change in three areas:
'The word recovery will be placed in inverted commas throughout this paper when it refers to the 
concept which has developed from adult service user narratives, so that it is not confused with more 
traditional or lay meanings o f  the word.
2It must be noted that ‘schizophrenia’ is a contested term, with disagreement over the most 
fundamental aspects o f  the concept, such as whether it actually exists, and whether it is a medical or 
social problem (Geekie, 2004). Therefore, this term will only be used where authors have done so and 
will be placed in inverted commas to highlight its contested nature.
3According to the National Service Framework for Mental Health (Department o f  Health, 1999) 
‘severe and enduring’ mental illness includes schizophrenia, bipolar affective disorder, severe anxiety 
disorders and severe eating disorders.
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1) Move from institutionalisation to community care
In the US, Anthony (1993) identified a key factor in the emergence of the Recovery 
Movement as being deinstitutionalisation in the 1960s and 70s, with a similar move 
away from institutional care occurring slightly later in the UK (Turner, 2004). This 
led to a need to reconsider how to meet the needs of people with severe mental illness 
and what these people themselves might want (Anthony, 1993). Thus, 
deinstitutionalisation paved the way for the possibility of changes in the way mental 
health was thought about and the way services were provided.
2) Service user4 accounts
The 1980s saw the emergence, in the literature, of service user accounts of their 
experiences of mental health difficulties (e.g. Deegan, 1988; Houghton, 1982; 
Lovejoy, 1982). These accounts showed that people who had been labelled as having 
‘severe and enduring’ mental illness, and been given poor prognoses were continuing 
with their lives and finding meaning and hope, despite continuing symptoms. Hand in 
hand with this emergence of service user accounts was the development of a 
Consumer Empowerment Movement in the UK and other countries, aiming to 
influence views of mental health and ultimately service development (Tumer- 
Crowson & Wallcraft, 2002).
3) Outcome studies in schizophrenia
Further challenging the traditional view of severe mental illness being progressive 
and enduring, and strengthening recovery ideas, was the publication of Harding et 
a/.’s landmark studies on ‘schizophrenia’ (1987a; 1987b). They showed that 20 to 25 
years after leaving Vermont State Hospital in the US, one half to two thirds of the 262 
people with ‘schizophrenia’ followed up had significantly improved. This 
improvement was measured by a reduction in: symptoms, use of psychiatric 
medication and problems with social and work functioning. A later meta-analysis of 
the outcome literature on schizophrenia over almost one hundred years, from 1895 to 
1992, found that 40.2% of patients were considered improved after follow up over an
4 People experiencing mental illness have been referred to in a number o f  ways across the literature 
including as ‘service users’, ‘consumers’, ‘mental health survivors’ and ‘experts by experience’. For 
clarity and consistency, the term ‘service users’ will be used throughout this paper.
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average of 5.6 years (Hegarty et a l, 1994). These research studies, although focused 
on traditional outcomes of clinical symptom reduction, questioned the view that 
serious mental illness is progressive, enduring and leads inevitably to poor prognosis.
In summary, deinstitutionalisation which started in the US in the 1960s and later in 
the UK, paved the way for a new era of mental health care, and the opportunity for a 
change in the way mental health services were delivered. At the same time, accounts 
of service users living meaningful, satisfactory lives despite the continued presence of 
mental health difficulties were emerging. This, together with longitudinal outcome 
studies in schizophrenia, began to question the traditional view of poor prognosis and 
expected negative progression in severe mental health problems, along with the focus 
on clinical symptom reduction. A new concept of ‘recovery’ began to emerge, which 
suggested that people with mental health difficulties could have meaningful, 
satisfactory lives even with the continuation of symptoms.
What Does ‘Recovery’ Mean and Who Has Defined It? 
How has recovery been defined?
‘...a deeply personal, unique process o f  changing one’s attitudes, values, feelings, 
goals, skills and/or roles. It is a way o f living a satisfying, hopeful and contributing 
life even with the limitations caused by illness ’ (Anthony, 1993, pp.527)
There have been many attempts to define this new concept of ‘recovery’. This quote 
by Anthony is perhaps one of the best known and most often used. However, there is 
no single agreed upon definition of ‘recovery’. A number of service users, in accounts 
of their experiences (e.g. Carney, 2005; Deegan, 1988; Houghton, 1982; Lovejoy, 
1982; Lynch, 2000, Mead & Copeland, 2000) have identified what ‘recovery’ means 
to them. Another source of definitions can be sought from a number of studies in the 
US and Canada which have involved interviews or focus groups with people with 
‘severe and enduring’ mental illness, their relatives, and mental health professionals. 
The studies used sample sizes of between 18 and 41 participants to identify key 
themes of ‘recovery’, often using a grounded theory approach (e.g. Jensen & 
Wadkins, 2007, Noiseux & Ricard, 2008; Young & Ensing, 1999). Some authors 
have also identified key themes by reviewing the literature on recovery including first
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person accounts, articles written by services users and research studies (Andresen et 
ah, 2003; Ridgway, 2001). Although the process of ‘recovery’ is widely seen as 
individual and personal, and there is a range of diversity in research methods used, a 
number of themes repeatedly emerge from the research data and are summarised here:
1. Hope-believing that you can still do what you want to and not being held back 
by your symptoms, or by people telling you that you cannot do something.
2. Empowerment and taking responsibility-moving away from a role as a 
patient and victim to taking responsibility for your own recovery, heightening 
self-efficacy and taking control back from professionals and carers.
3. Finding a new identity and developing new meaning in life-no longer 
identifying yourself simply by your diagnosis, finding a positive sense of self 
and gaining a sense of purpose, acceptance of mental illness and moving 
beyond denial to start participating in life.
4. Advocating for your own rights and helping others advocate for theirs- 
leading to sense of purpose for your new identity and opportunities for 
growth.
The vast majority of service user accounts refer to ‘recovery’ as a non-linear process. 
For example, Noiseux & Ricard (2008) from their research with service users, 
families and professionals concluded that ‘recovery’ is ‘an active process 
characterised by a series of small steps that the schizophrenic [sic] continuously takes 
back and forth and sometimes seems to flow backwards rather than forwards’ 
(pp. 158).
Models of ‘recovery’
A number of authors have gone a step further than descriptive accounts and have 
started to build models and theories of ‘recovery’ in adult mental health, based on 
their examination of the existing ‘recovery’ literature, from outcome studies in 
‘severe and enduring’ mental illness and through collaborating with service user 
leaders.
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Pilgrim (2008) outlines three notions of ‘recovery’ in the literature: recovery from 
illness, recovery from impairment, and recovery from invalidation. There is some 
overlap in his definitions and those by other authors (e.g. Anthony, 1993; Warner, 
2004). Firstly, Pilgrim (2008) identifies ‘recovery from illness’, a definition based on 
the traditional biomedical model where there is resolution of symptoms due to 
successful treatment. This first definition bears similarities with Warner’s (2004) 
notion of ‘complete recovery’ identified from his analysis of 85 outcome studies in 
‘schizophrenia’, where there is the elimination of psychotic symptoms and returning 
to a pre-illness level of functioning.
Pilgrim’s second notion of ‘recovery’ is ‘recovery from impairment’, which 
emphasizes supportive and personally tailored skills training to enable people to be 
rehabilitated, allowing them to move out of hospitals and be integrated into society. 
This notion has similarities with Warner’s (2004) notion of ‘social recovery’, which 
he identified as involving financial independence, independent living and low social 
disruption despite continuation of symptoms. Pilgrim’s second notion stems from the 
rehabilitation model in physical health, which other authors have drawn comparisons 
to. For example, Deegan (1988) compared her experiences of ‘schizophrenia’ as a 
teenager with those of her friend who was paralysed in an accident, describing a 
process which she calls ‘recovery’, where both were able to move from despair 
towards achievement of their goals despite continuing symptoms. Anthony (1993) 
also based his definition of ‘recovery’ on the rehabilitation model, giving the example 
that a person with paraplegia can be thought to be recovered, even if their spinal cord 
remains damaged.
The third and final notion of ‘recovery’ Pilgrim (2008) identifies is ‘recovery from 
invalidation’, which he summarises as an outcome of ‘successful survival’ (pp.297). 
This involves becoming self-determining and free from the power of services. The 
emphasis in this model is away from deficits and towards the person as being an 
expert by experience. Anthony (1993, pp. 527) also refers to ‘recovery’ in this sense, 
identifying ‘recovery from the stigma they have incorporated into their very being, 
from the iatrogenic effects of treatment settings; from lack of recent opportunities for
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self determination; from the negative side effects of unemployment; and from crushed 
dreams’.
Jacobson and Greenley (2001) developed a conceptual model of ‘recovery’ which 
involves both states within the person (e.g. hope, finding a new identity, 
empowerment, and connection with the social world) and factors outside the person 
(e.g. elimination of stigma and discrimination, a culture of healing which involves 
inclusion, dignity and respect, and ‘recovery’ orientated services). They argue that a 
combination of these internal and external factors facilitate the process of ‘recovery’.
In summary, a number of authors have sought to move beyond descriptions of 
‘recovery’ in the service user literature, to form models of ‘recovery’. A number of 
different models have been created, however, there is some agreement across models.
Models of ‘recovery’ as an outcome versus as a process
As the new concept of ‘recovery’ has gained popularity, attempts have been made to 
develop instruments to measure it. Some authors have developed measures of 
‘recovery’ as an outcome (e.g. Corrigan et a l, 1999; Liberman et a l, 2002; 
Torgalsboen & Rund, 2002; Whitehom et al., 2002), with criteria such as symptom 
reduction, improved psychosocial functioning, employment, living independently, 
and engagement in leisure activities. However, Rodgers et a l (2007) criticise these 
attempts to define ‘recovery’ as an outcome, as they do not look at the experience of 
the individual, which is emphasised as critical by service users.
A number of authors have developed stage models of ‘recovery’ as a process. 
Andresen et al (2006) reviewed experiential accounts, articles by service users, and 
five existing stage models o f ‘recovery’ (Baxter & Diehl, 1998; Davidson & Strauss, 
1992; Pettie & Triolo, 1999; Spaniol et al., 2002; Young & Ensing, 1999) to develop 
The Stages of Recovery Instrument. This recognises five consecutive stages of 
‘recovery’: moratorium (sense of loss and hopelessness), awareness (realising that 
one can lead a meaningful life), preparation (recognising strengths and weaknesses, 
and developing skills), rebuilding (developing a new identity and taking control) and
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finally growth (living a meaningful, purposeful life managing illness, with resilience 
and positive self identity). The subsequent instrument was validated through a postal 
survey with 94 volunteers and by assessing correlations with existing measures of 
‘recovery’.
Noiseux and Ricard (2008), through interviews with people with ‘schizophrenia’, 
family members and mental health professionals, identified seven categories in 
‘recovery’. These were: experiencing ‘schizophrenia’ as a descent into hell, igniting a 
spark of hope, developing insight, activating the instinct to fight back, discovering 
keys to wellbeing, maintaining a constant equilibrium between internal and external 
factors, and perceiving light at the end of the tunnel. Using these seven categories, 
they developed a theory for the process by which some people are able to ‘recover’ 
from ‘schizophrenia’, which highlighted the dynamic interaction between stages.
Attempts made to develop measures of ‘recovery’ have not been without criticism. It 
has been argued that such attempts ‘seem, almost inevitably, doomed to failure’ 
because the process of recovery is unique to each person’ (Shepherd et al., 2008, 
pp.7). However, it could be argued that narratives from service users show broad 
similarities in terms of content and process of ‘recovery’. Ramon et al. (2007) 
identify that a key issue is how service users retain ownership of the concept of 
‘recovery’ whilst also influencing services to move towards incorporating the concept 
into their philosophy. There are concerns that with the focus on evidence-based 
practice which currently exists and its preference for quantitative methodology, there 
may be tensions in retaining the individualised nature of ‘recovery’. Rodgers et al. 
(2007) suggest one possible solution which is using qualitative methods to explore 
‘recovery’, as this may provide a way of allowing the subjective experience of service 
users to be heard.
Criticisms of ‘Recovery’
A number of concerns regarding ‘recovery’ have been raised both in the UK, for 
example, by the Mental Health Foundation (as cited in Tumer-Crowson & Wallcraft, 
2002), and the US (e.g. Davidson et a l, 2006). Key among these are: that ‘recovery’
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itself involves accepting the traditional biomedical model of mental illness that you 
are ill to begin with; if people do not ‘recover’ they may be seen as failures and have 
their support taken away; it is just a new way for professionals to measure the 
progress of service users according to their terms; it increases provider exposure to 
risk and liability and devalues the role of professionals; it is not cost effective or 
evidence-based and would require an overhaul of services; it is just a passing fad; it is 
not always possible for people with severe mental illness; it adds yet another thing 
that already over-burdened professionals must aim for; and it is old news and 
something which services have been aiming towards for a long time.
Shepherd et a l, (2008) form arguments against a number of these points, outlining 
that risk is inherent in mental health but that it is necessary in order to learn and grow; 
professional expertise is still valued but it is about the context in which this expertise 
is used; ‘recovery’ can be cost effective if it leads to social improvements which 
result in health gains, and existing evidence guides ‘recovery’; new services are not 
needed, existing services just need to work more effectively to meet service users 
needs; it is not just a passing fad, it is a new direction for services; the aim is to 
replace, not add to, existing ideas and so should not further burden professionals; and 
that inevitably there are some familiar notions in ‘recovery’ as mental health issues 
are not new, however it is distinctive in many ways.
‘Recovery’ in Adult Mental Health
Most problematic in the creation of ‘recovery’ orientated services is that there is no 
single agreed definition of ‘recovery’, or its key themes (Davidson et al., 2005; 
Ramon et a l, 2007; Shepherd et a l, 2008). Further, there is a lack of clarity and 
agreement about what it means in practice (Davidson et a l, 2006; Shepherd et a l, 
2008).
Despite these difficulties, ‘recovery’ ideas have begun to shape policy and practice in 
a number of countries including the US (Department of Health and Human Services, 
HHS, 2003), New Zealand (Mental Health Commission, 1998) and Australia 
(Australian Government, 2003). In terms of the UK, there have been moves to
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integrate concepts of ‘recovery’ into policy in both Ireland (Mental Health 
Commission, 2005) and Scotland (Scotland Government, 2006).
In England, the first policy document using the term ‘recovery’ in its new sense was 
in the 2001 ‘The Journey to Recovery- the Government’s Vision for Mental Health 
Care’ (Department of Health, DH, 2001a). However, although this document showed 
support for ‘recovery’ ideas, it did not outline how these should be implemented 
(Ramon et al., 2007). In 2002, the National Institute for Health and Clinical 
Excellence (NICE) published a set of guidelines concerning outcomes of ‘recovery’ 
from ‘schizophrenia’ but these seemed to be written from the perspective of clinicians 
and failed to acknowledge key issues such as facilitating hope and empowerment 
(Ramon et a l, 2007). In 2005, the National Institute for Mental Health in England 
published a guiding statement on ‘recovery’ which outlined guidelines on the role of 
the clinician, community, stigma and access to work and education (Ramon et al, 
2007). The philosophy of ‘recovery’ is also supported in England by various DH 
policies (Shepherd et al, 2008) which aim to promote choice and empowerment such 
as ‘The Expert Patient’ (2001b), and ‘Our Health, Our Care, Our Say’ (2006).
In the UK, ideas surrounding ‘recovery’ have become linked to social inclusion 
(Tumer-Crowson & Wallcraft, 2002), and in fact Repper and Perkins (2003) argue 
that ‘recovery’ cannot occur without social inclusion. UK policies have included 
issues of social inclusion on their agenda since 1997 (Ramon et a l, 2007) and they 
became integrated into mental health policy in 1999 with the publication of the 
National Service Framework for Mental Health (DH) (Ramon et a l, 2007).
In 2007, Ramon et al. argued that while there have been clear moves to take up ideas 
of ‘recovery’ in the UK, policy and implementation were still in their early stages. 
Since then ‘recovery’ remains an idea of interest in terms of policy as evidenced by 
the publication of a number of documents: ‘Making Recovery a Reality’, (Shepherd 
et a l, 2008), ‘A Common Purpose: Recovery in Future Mental Health Services’, 
(Care Services Improvement Partnership, CSIP, 2007). Yet, although these papers 
advocate for the propagation of ‘recovery’ ideas across mental health services, and
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client groups of all ages, there remains to be clear national guidelines on ‘recovery’ 
orientated practice in the UK, and all the existing literature is based on adults.
‘Recovery’ in Child Mental Health
The new concept of ‘recovery’ being explored in this paper emerged from adult 
service user accounts of their experiences and has influenced discussion in adult 
mental health services. However, the recent joint position paper by CSIP (2007) 
outlines that ‘while the core values have been developed within adult mental health 
services, they should be equally applicable to mental health services for all ages’ 
(PP-21).
Why might ‘recovery’ be an important concept for children?
A survey by Green et al. (2005) found that 10 percent of children and young people 
aged 5 to 15 in Great Britain had a clinically diagnosable mental disorder that 
entailed substantial distress and interference with relationships, day-to day life and 
learning. Of these, 4% had an emotional disorder (anxiety or depression), 6% a 
conduct disorder, 2% a hyperkinetic disorder and 1% a less common disorder (e.g. 
eating disorder, tics, autism). Problems were more likely to be experienced by 11 to 
16 year olds, with 62% of children who experienced emotional disorders being in this 
older age group. In a study following these children up over three years, 30% of 
children assessed as having emotional disorders in 2004, still had them in 2007 
(Parry-Langdon et al., 2008). Taking depression as an example, in terms of meeting 
the criteria for diagnosis, around 10% of young people recover spontaneously within 
3 months, a further 40% recover within the first year but 50% remained clinically 
depressed (NICE, 2005). By 24 months, around 20-30% remain clinically depressed, 
and around 30% of cases have reoccurrences within 5 years, with many of these 
developing episodes into adult life (NICE, 2005).
Thus the evidence suggests that a significant proportion of children and young people 
experience mental disorders which can be severe and enduring. Therefore, similarly
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to adult mental health, a concept of ‘recovery’ within the context of continuing 
symptoms may also be relevant for this group.
How are child services currently orientated?
There is a focus on outcome measurement in child and adolescent mental health 
services (CAMHS), with the Department for Children, Schools and Families (DCSF) 
and DH being commissioned to assess how good quality routine outcome monitoring 
can best be achieved and implemented nationally (National CAMHS Review, 2008). 
About half of CAMHS undertake routine outcome measurement supported by work 
of the CAMHS Outcome Research Consortium (CORC) (National CAMHS Review, 
DCSF, 2008). CORC outlines the following key measures to be used in outcome 
measurement in CAMHS services: Strengths and Difficulties Questionnaire 
(Goodman, 1997), Children’s Global Assessment Scale (Shaffer & Gould, 1983), 
Health of the Nation Outcome Scales for Children and Adolescents (Gowers et al., 
1999). All three are measures of functioning, symptoms, and behaviour. None of 
these measures appear to have gained input from children or parents about what they 
felt was a valid outcome for their mental health or indeed whether outcome was felt 
to be relevant in this group. Therefore, notwithstanding the need for caution given 
that it is not known how individual clinicians use global outcome measures, it can be 
argued that child mental health services are very much still orientated towards 
traditional ideas of recovery in terms of symptom reduction and functioning. Further, 
it would seem that children, young people and their families have had little input into 
what outcomes and processes they consider important in terms of children’s mental 
health.
Has ‘recovery’ been taken up in child mental health?
In the US, attempts to transfer ‘recovery’ ideas from adult mental health to child 
mental health are already underway, although in the very early stages. The President’s 
New Freedom Commission on Mental Health (HHS, 2003) put the emphasis for 
mental health for both adults and children on resilience and ‘recovery’. ‘Recovery’ 
was defined for some individuals as being living a fulfilling, productive life despite 
disability and for others, the reduction or complete remission of symptoms. The
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importance of resilience was also highlighted and was defined as the qualities that 
enable overcoming adversity and stresses, something which is fostered in childhood.
As the report referred to practice in both adult and child mental health, it forced child 
mental health services to start to try and investigate what the term means for children 
and families (Oswald, 2006). Following a request by the US Centre for Mental Health 
Services, Friesen and colleagues at Portland State University have carried out 
research and published a number of articles investigating how the concept of 
‘recovery’ in adult mental health might be relevant to children (e.g. Friesen, 2007; 
Walker & Friesen, 2005). However, there have been no clear guidelines since the 
publication of these papers on how ‘recovery’ should be taken up in child mental 
health services in the US.
In the UK, there has been no explicit move by the government to take up the concept 
of ‘recovery’ in child mental health. However, current policy in child mental health as 
evidenced by a number of key DH and DCSF papers seem to pave the way for 
recovery ideals: Every Child Matters (2003); National Service Framework for 
Children, Young People and Maternity Services (2004); Our NHS, Our Future 
(2007); The Final Report of the National CAMHS Review (2008); Healthier Lives, 
Brighter Futures (2009a); and New Horizons (2009b). These papers highlight a 
cultural shift in outlining that services should be designed and delivered around the 
needs and wants of children and families, instead of those of the organisation. They 
also take a life span perspective outlining the importance of delivering services that 
cover from birth to death. Therefore, the suggestion is that what children and families 
want from services and for their own health is of value. Further, the importance of 
improving mental health in children, because of the impact this will have on them as 
adults, is recognised.
Can the concept of ‘recovery’ in adult mental health be transferred to child 
mental health?
In the US, Friesen (2007) carried out an investigation into how ‘recovery’, as 
conceptualized with adults, might be relevant for child mental health. In terms of how 
‘recovery’ has been defined in adult mental health, Friesen (2007) identified that a
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number of attributes might be highly relevant for children including hope, optimism, 
a future orientation, strengths based service and individualism. However, she 
highlighted that other aspects of ‘recovery’ need to be investigated to see whether 
they apply to children, because of their age, developmental level and the position of 
the child in the family. For example, family culture and context may be more salient 
for children and issues of self-determination and personal responsibility may not be 
applicable given that these are developmental tasks (Friesen, 2007).
Friesen (2007) undertook telephone conversations with participants, discussing the 
relevance of the definition of ‘recovery’ by the President’s New Freedom 
Commission on Mental Health (HHS, 2003), for children’s mental health. She did not 
outline who these participants were, or how they were selected. Some participants felt 
that several of the core features of ‘recovery’ such as participation in community life, 
hope, strengths orientation and self determination were beneficial, but some felt that 
the word itself was stigmatizing and labeling, implying cure and return from ill 
health. Friesen (2007) then undertook working meetings with family members and 
service providers. The feedback was that the ‘recovery’ concept must be set in 
developmental and ecological context (e.g. within the family), but also that the term 
itself was confusing and may detract from the goals of the concept. It was felt that 
more thought was required as to whether it would suggest child and adult issues are 
the same, whether it adds anything to the current system, whether it takes into 
account different cultures, the role of family and whether it might create unrealistic 
expectations.
Thus Friesen (2007) outlined that more work needed to be done to look at the concept 
of ‘recovery’ in child mental health and that there needed to be increased input from 
young people and families in planning and decision making in child mental health. 
This view was supported by Oswald (2006) who outlined that there has been little 
effort to find out what children and families who receive services most value.
138
Major Research Project
This Project
The publication of service user accounts of their experiences, together with literature 
on recovery from ‘schizophrenia’ and deinstitutionalisation, in addition to the growth 
of the service user movement, have led to the emergence of ‘recovery’ as a key theme 
in adult mental health. Services have increasingly listened to the views of service 
users and subsequently moves have been made toward integrating ideas of ‘recovery’ 
into services. The emergence of this new concept of ‘recovery’ has not been without 
its critics, and whether services in adult mental health are truly becoming more 
‘recovery’ orientated is subject to discussion.
In the US, investigating the concept of ‘recovery’ in child mental health has come to 
the fore since the publication of the New President’s Freedom Commission on Mental 
Health (HHS, 2003) and researchers are already beginning the process of 
investigating the concept in child mental health. In the UK, child services remain 
largely focused on traditional outcomes of symptom reduction, although the voice of 
children and their families are increasingly recognised as important, as is making 
services orientated towards their needs. However, there appears to be little 
consideration of what is important to children and families in terms of their 
experiences of mental health. Further, as the salience of ‘recovery’ increases, the 
suggestion has been made that the concept should be generalised across all age 
groups (CSIP, 2007). Although there are a number of cross-sectional studies 
investigating child and parent experiences of mental health difficulties, there has been 
little research about their experiences over time and specifically in terms of 
‘recovery’. Certainly with the evidence that children also suffer from severe and 
enduring mental illness, investigation about what their goals and experiences are 
outside the narrow focus on clinical symptoms would seem important. However, 
caution needs to be taken in assuming that the concept as we know it in adult mental 
health can be taken up in child mental health.
This project will investigate the concept of ‘recovery’ in child mental health. A 
number of stakeholders have been recognised as key in child mental health; the 
children themselves, their parents/carers, and the professionals who work with them.
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This project is one of three, each looking at a different stakeholder group. This 
project will focus on the views of the parent/carer. As it cannot be assumed that 
‘recovery’ in its new meaning will be important to children and families, this project 
will investigate more broadly children’s experiences of mental health difficulties. In 
line with the existing research surrounding ‘recovery’ in adult mental health, this 
project will aim to move beyond developing an understanding of children’s 
experiences, to developing a conceptualisation. Further, in line with the majority of 
research into ‘recovery’ in adult mental health, this project will adopt the philosophy 
of ‘recovery’ as a process and aim to identify and explicate this process.
It is important to investigate the views of parents/carers in order to form a 
conceptualisation within child mental health for a number of reasons. Firstly, 
systemic theory emphasises that people do not exist in isolation but must be seen as 
existing within wider systems such as the family (Vetere & Dallos, 2003). Vetere and 
Dallos (2003) outline that ‘individual distress can no longer be seen only as the 
product of the individual’s psychology, but rather as a complex iterative process that 
is understood in terms of relational dynamics at many levels of contextual 
understanding’ (pp.7). Secondly, the most recent pieces of government guidelines in 
child health emphasise the importance of the role of the parent/carer (e.g. Every Child 
Matters, 2003). Thirdly, Smith (2008) identifies triangulation as one way of 
increasing the validity of a construct, whereby the understanding of a phenomena is 
enriched by viewing it from different perspectives, rather than looking at only one 
account of the phenomena.
This project will aim to address the research question: <-
How do parents/carers of children with anxiety and/or depression conceptualise 
their child’s experiences?
Within this research question, the objectives will be to:
1. Develop an explanatory conceptualisation of the process of children’s 
experiences of mental health difficulties.
2. Determine the degree of overlap between this conceptualisation and the 
adult concept of ‘recovery’.
140
Major Research Project
METHODOLOGY
This project aimed to investigate how parents/carers understand and conceptualise the 
process their child has experienced from the onset of mental health problems, via 
their perception of what has happened to the child and their own experiences of this 
process. Review of the literature indicates that little is known about the process of 
how children and their parents/carers might experience mental health difficulties over 
time, and specifically in terms of ‘recovery’. In this context, a top down method of 
imposing pre-existing concepts would be inappropriate. The use of qualitative 
methodology seems most appropriate, as it involves exploring phenomena which 
have yet to be theorised, and is interested in exploring understanding and meanings 
that participants give to experiences (Willig, 2008).
Grounded Theory
A Grounded Theory approach was used as the method of analysis. This approach is 
useful when: relatively little is known about the topic, there are no grand theories, 
there is interest in finding out about people’s experiences of the world, and when the 
researcher aims to develop new theories (Payne, 2007). Grounded theory stands apart 
from other qualitative methods as it aims to go beyond merely describing and 
capturing the quality of experience, to developing conceptualisations and theory. 
Grounded theory is an appropriate approach to explore process given its focus on 
developing conceptual frameworks. This is in line with the aims of this research 
project.
Grounded theory was originally developed by Glaser and Strauss (1967) in a reaction 
against hypethetico-deductive (top down) research, which led to existing theories 
dominating sociological research. Grounded Theory involves identification of 
categories of meaning within data, and the formation of links between these 
categories, ultimately leading to theory generation (Willig, 2008). Glaser and Strauss 
(1967) developed grounded theory to allow them to develop new theories about social 
psychological processes from the data (bottom up).
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Since the original version was published, grounded theory has been interpreted and 
adapted a number of times, with Glaser and Strauss themselves disagreeing and 
subsequently developing their own versions. Strauss and Corbin (1990) have outlined 
a fairly directive version of grounded theory, proposing a step by step guide to how it 
should be undertaken and introducing deductive elements, for example, a coding 
paradigm, to explore the data. This version has been argued to be in contradiction to 
the original hopes for grounded theory to be an inductive method of research, being 
driven by the data and not the researchers’ own frames of reference (Willig, 2008).
In Glaser and Strauss’ (1967) original version of grounded theory, a positivist 
position is taken, which suggests that there is a direct relationship between the world 
and our perception of it. This position outlines that categories and theories exist 
within the data, they are a reality and the researcher simply works to extract these, 
taking care not to impose their own values (Willig, 2008). The extreme opposite 
approach to this is relativism, which argues that there is no objective truth and 
dismisses such concepts of positivism (Willig, 2008). Charmaz (2006) presents a 
version of grounded theory which sits between these two extremes. She comes from a 
social constructionist perspective, outlining that categories and theories do not merely 
emerge from the data, but are constructed by the researcher as they interpret the data 
(Charmaz, 2006). From this perspective, there is no reality as such, but reality is 
constructed and the researcher influences the production of theory (Willig, 2008).
This social constructionist position struck particular resonance with the author as, 
although it was hoped that the theory developed would be driven as far as possible by 
the data, to deny any influence of the author’s values on the data, or of wider social 
processes, was felt to be naive. Therefore, Charmaz’s (2006) social constructionist 
version of grounded theory was followed in this research project.
The research had to be guided by some assumptions. That is, that ‘recovery’ is a 
process of moving from one state to another and, as such, requires investigation of 
temporal sequences of events. However, in line with the social constructionist
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grounded theory method, understanding of ‘recovery’ models from adult mental 
health was not applied to the analysis.
Semi-structured Interviews
Semi-structured interviews were used in order to elicit spontaneous narratives. It was 
hoped that this would ensure the data collected was, at least to some degree, 
participant driven, whilst allowing the researcher to guide conversation. The 
questioning took a broad conceptual frame of reference, exploring parents’/oarers’ 
own understanding and conceptualization of the process their child has experienced. 
Guidelines from Charmaz (2006) were followed in the development of the interview 
schedule, for example, in framing questions to study process, having a validating and 
sensitive approach and ending the interview on a positive note. The author remained 
mindful of the need to find out about process but to avoid the term ‘recovery’ or use 
concepts associated with it.
Curie et a l (2005) have identified a strong preference for face-to-face interviews 
among participants in research, with people reporting that it is more supportive to be 
asked about potentially difficult questions in a one to one setting, with a researcher 
independent of the therapy team. Therefore, data was collected in a CAMHS where 
the author did not practice therapeutically, and face-to-face interviews were offered to 
parents, although there was also an option for telephone interviews if this was 
preferred.
Ethical Considerations
Ethical approval was sought and gained from the local NHS Research Ethics 
Committee (Appendix 1) and the University Faculty of Arts and Human Sciences 
Ethics Committee (Appendix 2).
The information sheet stated that all data collected would be kept strictly confidential, 
unless it was felt that the respondent, or someone else, was at risk. It was outlined that
143
Major Research Project
if a concern of risk was raised, it would be discussed with the lead of the overall 
project group, a consultant clinical psychologist. Consent forms were posted along 
with invitation letters and information sheets, thus ensuring a minimum of a week 
between receiving this information and taking part in the research.
It would be unethical to carry out a research project that did not hope to add to 
existing literature and aim to be of some benefit to service users. It was hoped that 
this research might make some contribution to a conceptual understanding of the 
process by which children experience mental health difficulties, and perhaps facilitate 
further research on therapeutic and service variables associated with this. It was also 
hoped that understanding this process may enhance communication between children 
and their parents/carers, and with professionals, about personal goals, aims and 
expectations.
Sampling
Charmaz (2006, pp. 100) outlines that ‘initial sampling in grounded theory is where 
you start whereas theoretical sampling directs you where to go’. Initially sampling of 
children within the CAMHS aimed to get a range of ages, gender, duration of 
difficulties, severity of depression and anxiety, and closed and open cases, in order to 
obtain sample diversity. A review of published psychological studies involving 
interviewing families revealed response rates ranging between 57% and 64% 
(Campbell, 2004; Curie et a l, 2005; Davis et a l, 2009; Johnson et a l, 2006; 
Oldershaw et al., 2008). Therefore a response rate of around 60% was anticipated, 
and so 25 recruitment packs were initially sent out, in order to attain an initial 15 
respondents. However, due to a very poor response rate, the parameters of this initial 
sampling approach were increasingly broadened with ultimately 150 families being 
invited, and 16 mothers agreeing to participate, giving a 10.6% response rate. 
Unfortunately due to the time constraints of this project, only 12 of these 16 
interviews were analysed in this write up. However, the remaining 4 will be analysed 
and assimilated into the current model, and written up for publication as part of a 
broader, ongoing funded project investigating ‘recovery’ in young people.
144
Major Research Project
Theoretical sampling does not aim to obtain a representative sample or 
generalisability of results. Rather, the aim is to seek data to refine and elaborate the 
categories that have already begun forming from the data, in order to develop the 
emerging theory (Charmaz, 2006). It allows checking data with data through a 
process of abductive inference, whereby possible explanations for the data are formed 
and then checked against further data, with the aim of refining explanations. Charmaz 
(2006) outlines that theoretical sampling can be carried out by recruiting new 
participants, observing in new settings, or asking earlier participants further 
questions. However, due to the poor response rate to the research and also the 
available caseload being limited on those factors that were sought to recruit on, 
theoretical sampling was limited and instead of seeking a particular participant, the 
interview schedule was modified in order to explore emerging categories and 
relationships further.
Glaser and Strauss (1967) outline that theoretical sampling continues until a state of 
saturation is reached, that is, when gathering more data does not lead to new insights 
or reveal new properties of theoretical categories. However, this process of saturation 
has been contested by Dey (1999). He argues that the term ‘theoretical sufficiency’ 
may be more appropriate, as saturation suggests that the researcher has exhausted all 
data sources whereas sufficiency is more accurate and realistic as it suggests reaching 
the stage ‘at which categories seem to cope adequately with new data without 
requiring continual extensions and modifications’ (pp. 117, Dey, 1999). Therefore it 
was felt to be more realistic to aim for a state of theoretical sufficiency.
Participants
Participants invited were parents/carers of children aged 10-16 years old who had 
experienced primarily anxiety and/or depression, and had been on the caseload of a 
CAMHS in the south of England. If a child was identified as meeting the inclusion 
criteria, their parents/carers were invited to take part. This age range of children was 
selected as there is evidence to suggest that young people in this age range are able to 
identify active agents of change in brief solution-focused therapy (Tilley, 2006). 
There was a focus on anxiety and depression as these have been found to be the most
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common emotional disorders in children (Green et a l , 2005), they allow for a range 
of severity and duration of distress, and have been linked with a range of 
vulnerability, resilience, precipitating and maintaining factors. The exclusion criteria 
for the child were co-morbid eating disorder, psychosis or substance misuse, to 
ensure a focus on experiences of emotional difficulties. Both the child and 
parent/carer needed to be able to communicate in spoken English, as resources for the 
use of translation services were not available.
The 12 participants were all white British mothers, between the ages of 35 and 54. 
Using the International Standard Classification of Occupations (International Labour 
Organisation, 2008) to define occupational groups, four were managers or directors, 
three were professionals, two were associate professionals, two were service workers 
and one was unemployed. In terms of their children who had accessed CAMHS, ten 
were female, and two were male, with ages ranging between thirteen and seventeen. ? 
As length of time within CAMHS would not necessarily reflect the duration of the 
adolescents’ difficulties, mothers were asked how long they felt mental health 
difficulties had occurred for. However, it must be noted that this may not reflect the 
adolescents’ or others’ views of duration. A broad range of duration was reported î  ^
ranging between seven months and ten years. Diagnostic information was taken from . 
the case notes by the consultant clinical psychologist. In terms of primary diagnosis, 
six were diagnosed as having an anxiety disorder, five as having depression, and one 
as having mixed depression and anxiety.
Procedure
The consultant clinical psychologist within the CAMHS identified children with 
anxiety and/or depression from both closed and open files. Invitation packs were then 
sent to the family of these children, with children being invited for the sister study 
and parents/carers for this study. For the parent/carer part of the study, this included 
an invitation letter addressed to the family (Appendix 3), information sheet 
(Appendix 4), and consent form (Appendix 5) Participants interested in taking part 
were invited to send back the availability slip and consent forms in a freepost 
envelope. It was highlighted that it was not necessary for both parents/carers and 
children to take part, and that either could do so independently of the other. If a
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parent/carer responded that they were interested in taking part, they were 
subsequently contacted by the author, to arrange a convenient time to be interviewed. 
A follow-up reminder letter was sent around two weeks after the original invitation 
(Appendix 6).
Interviews were conducted in person at the CAMHS clinic, participant’s home, or 
over the phone, depending on the participant’s preference. Participants were asked if 
they had read the information sheet and if they had any questions. A demographic 
information sheet was completed (Appendix 7) before the interview was undertaken 
(see Appendix 8 for version 1 of the interview schedule). Interviews were audiotaped, 
and transcribed in full.
Analysis
Charmaz (2006) outlines that the first step in data analysis is coding, which consists 
of two phases: initial and focused coding. She states that ‘coding is the pivotal link 
between collecting data and developing an emergent theory to explain these data’ 
(pp.46). Initial coding involves naming each line or segment of data and then, through 
focused coding, the most significant or frequent initial codes are used to sort and 
integrate the data (Charmaz, 2006).
Although ideally, line by line coding would have been undertaken after each 
interview was completed, due to time constraints and the wish to maximise 
participation rates by interviewing people when they became available, the rate of 
initial coding fell behind the rate of interviewing. Therefore, transcription and initial 
coding was completed with the first two interviews (see Appendix 9 for extracts from 
a transcript) at the same time that five further interviews were undertaken. These five 
interviews were then transcribed and initial coded, and together with the original two, 
focused coding was undertaken.
The interview schedule was then revised to develop and refine the initial categories 
identified through coding (see Appendix 10 for version 2 of the interview schedule),
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and the final five interviews were undertaken using this revised interview schedule. 
After transcription and initial coding of these last five interviews, focused coding of 
all twelve interviews was undertaken. Focused coding involved constant comparison 
of data and codes from each interview, allowing the most significant and/or frequent 
codes to be identified, which enabled decisions about which codes would make the 
most analytic sense to categorise the data (Charmaz, 2006).
Audit Process
The author’s research supervisor, an experienced researcher in qualitative methods, 
independently coded two of the interviews, and this coding was compared with the 
authors coding, forming a means of reflecting on and auditing the coding process. 
Coding and analysis were subsequently discussed in regular meetings with the 
supervisor.
A participant validation stage was also incorporated into the research project, 
whereby participants were asked if they wished to read and comment on a summary 
of the data produced by the author. The aim of this stage was to increase the validity 
of the analysis of the interview data, and resonance of the conceptualisation. All the 
participants volunteered to participate in this stage. Due to the time constraints, 
participants were sent a summary of an early version of the developing 
conceptualisation and were invited to send feedback on whether they felt the 
conceptualisation reflected their, and their child’s, experiences, and what they might 
add or take away from the model (Appendix 11). Three participants responded with 
feedback.
Literature Searching
There is disagreement within the literature on grounded theory as to when a literature 
search should be undertaken. The founders of grounded theory, Glaser & Strauss 
(1967), originally advocated delaying review of the existing literature surrounding a 
topic until after data analysis, so that data is not seen through the lens of earlier ideas. 
Both Charmaz (2006) and Willig (2008) acknowledge the dilemma researchers
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experience in deciding when to carry out a literature review, with research proposals 
often requiring a thorough literature review in order to be approved. Willig (2008) 
highlights that researchers must maintain some distance from the literature, as the 
grounded theory they develop must not be an extension, or test, of an existing theory. 
However, she argues that remaining completely naïve about existing theories is 
impossible given that working within a discipline exposes you to various theories 
(Willig, 2008). She argues that a systematic review of the literature is unlikely to 
contaminate the study within this context, and also outlines that it would enable 
formulation of a useful research question that has not been asked before (Willig, 
2008).
A search of the literature was undertaken prior to data collection in order to allow the 
development of a research question which was original and useful. It was felt that 
remaining completely unbiased and unaware of the literature, as suggested by Glaser 
and Strauss (1967), was impossible given that the author had been involved in 
discussions surrounding the topic of ‘recovery’ in adult mental health for over a year. 
Further, this research project formed part of a wider funded project which required a 
preliminary literature review to support the bid for funding. Despite this, the author 
attempted to remain mindful of the influence that her own views, prior knowledge 
and discipline might have on the data, by practicing reflexivity throughout the 
research. Further, in line with Charmaz’s (2006) suggestions, following the literature 
review, the material found was left to fall fallow until after the emerging theory had 
begun to take shape.
Reflexivity
The original proponents of grounded theory, Glaser and Strauss (1967), with their 
positivist framework, suggested that data collected through interviews were a 
reproduction of reality. This view has been criticised (e.g. Charmaz, 2006; Hall & 
Gallery, 2001) as neglecting the relationship between participant and researcher, 
within which the data is constructed, as well as the wider social processes that 
influence data generation. Hall and Gallery (2001) have argued that consideration of
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reflexivity can enhance the validity and rigor of grounded theory research by allowing 
researchers to make transparent the influence that they may be exerting on the data. 
Willig (2008) identifies issues of both personal and epistemological reflexivity.
In terms of personal reflexivity, the author acknowledges bringing a number of 
personal judgments and values to this research, which may have affected respondents. 
Perhaps one of the most salient factors was that the author is not a parent and is 
between eight and twenty-seven years younger than the respondents, which may have 
affected how they perceived her understanding of the issues, and also may have 
affected how the data was understood and interpreted. Further, coming from a 
psychology background will have influenced the author’s interpretation and analysis 
of the data.
In terms of epistemological reflexivity, the research question, although designed to be 
broad, will have influenced the data collected. The choice of Charmaz’s (2006) 
grounded theory approach reflects personal choice and beliefs in the social 
construction of knowledge. Further, the literature search and discussions with the 
wider research team will have specifically influenced the way the author formed the 
interview schedule, and subsequently the data collected. It is also important to 
acknowledge how language and more specifically labels and the way questions are 
asked, may have influenced potential responses (Willig, 2008). The impetus for this 
project was based on the existing literature on ‘recovery’ in adult mental health. 
However, the author has striven for theory generation from the bottom up.
Involvement of Service Users and Research Participants
Beresford (2007) outlines three ways in which service users and carers can be 
involved in research: user involvement research (in which users/carers can be 
involved in various research activities); collaborative research (between service users 
and researchers); and user research (research that is initiated and led by service users). 
In this study, a user involvement model of research was undertaken.
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A Young People’s Advisory Group was set up with the help of a voluntary 
organisation which aims to empower young people and improve mental health. Four 
young people attended and provided feedback on the accessibility of the invitation 
letter and information sheets, and how to approach the interviews in a sensitive way. 
The feedback from this consultation led to the simplification of the invitation letter to 
families, and highlighted issues that the author should remain mindful of when 
discussing sensitive topics. Advisory group members were paid expenses and an 
honorarium for their time in line with University of Surrey payments policy. Efforts 
were also made to convene a parent consultation group but this proved impossible to 
co-ordinate.
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RESULTS
From analysis of the data, a process of adolescents’ and mothers’ experiences 
emerged which involved eight stages. These stages were not necessarily linear and 
there was cycling between them. These stages are presented in the model below 
(Figure 1), which also highlights the relationship between the mothers’ and 
adolescents’ experiences. In the Figure, stages which are in boxes only within either 
the mother or adolescent sphere, were experienced only by the mother or adolescent 
respectively. There is only one stage which is experienced by both mother and 
adolescent, and this is signified by the box containing this stage crossing both the 
mother and adolescent spheres. I will summarise this model before moving on to 
discuss the stages in more detail, using quotes from mothers for illustration. All 
names have been changed to preserve anonymity.
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Figure 1: Model of adolescents’ and mothers’ experiences of low mood/anxiety
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The first stage is the adolescent reaching a crisis point. At this point the adolescent 
was unable to contain their anxiety and/or depression any longer and it spilled out in 
their behaviour: verbalising a want to, or attempting to, end their lives, becoming 
aggressive, and finding it difficult to function. At this point, there was recognising a 
problem by the mothers. Recognition of a difficulty that their child was unable to 
manage was impeded by the fact that some adolescents held the problem secret, and 
also because of difficulties determining what normal behaviour was in adolescence, 
and what was something more. At this point both the adolescent and their mother 
were being helplessly affected by the difficulties. They were feeling helpless, 
powerless, and stuck and did not know what to do. Some adolescents started to lose 
control of themselves, and may have felt that they were not understood or supported 
by others. Mothers may not have understood their child’s behaviour and may also 
have felt unsupported by others. At this point, the adolescent was becoming isolated. 
They had a sense of being different from their peers, being restricted by their 
symptoms and their school/college life was disrupted. Becoming isolated may have 
actually preceded the crisis point as well as being a result of it. Being helplessly 
affected and becoming isolated were linked, as they both fed into each other.
At the point of recognising a problem, mothers instigated seeking outside solutions. 
This involved both advocating for the adolescent through liaison with education 
services, and seeking professional help through CAMHS and the private sector. 
Following the seeking of outside solutions, experiences of mother and adolescent 
dyads divided along two pathways with some feeling stuck and others moving to a 
stage of dealing with it, although there was fluctuation within the stage of dealing 
with it, with some mothers reporting things being up and down. Emerging from the 
stage of dealing with it was re-engaging with life, where adolescents moved away 
from a state of isolation to talking more about the difficulties, starting to attend 
school/college again and finding other avenues for success and inclusion.
A theme of the hoped for future is discussed separately from the main model as it is 
future focused, instead of documenting the experiences that adolescents and their 
mothers had already had, or were currently having.
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1. REACHING A CRISIS POINT
At this point the adolescent experienced escalating distress, leading to reaching crisis 
point and rescuing by mother and services. At some point the adolescent was unable 
to hold the problem alone for any longer. The distress they were experiencing was 
overwhelming and unmanageable, and they became unable to cope. This experience 
was displayed in different ways: verbalising a wish to, or attempting to, end their 
lives, displaying rage, frustration and anger, and finding it difficult to function. Some 
adolescents attributed catastrophic meaning to their experiences.
• Wanting to end life
A few adolescents verbalised a wish to end their lives and a couple made suicide 
attempts. ‘/  was taking her home one morning when she said she just wanted to go 
home and kill herself. ’ (Patricia)
It is unclear whether they wanted to actually end their lives or whether this was a cry 
for help, a desperate way of communicating distress. One adolescent, expressed this 
not so much as wanting to kill himself, but to die in order to bring peace. 'One o f the 
things he said to me you know, he hadn’t actually had suicidal thoughts, but he has 
sometimes wished he was dead just to have peace in his head. ’ (Mary)
It might also have been that verbalising a wish to die was a way of making 
themselves heard, when they felt that they were not being heard. Some mothers talked 
about multiple attempts to get support from services for their children, but difficulties 
and delays in getting referred. For example, one family had sought referral to services 
but been refused and later the adolescent said they wanted to kill themselves, and the 
referral was then accepted. The frustration is evident for this mother. 'So frustrating 
I  canft tell you. I  was, I  fe lt like I, I  was dying inside because I  watched my child go 
under without any help. ’ (Jane)
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• Escalating rase, frustration and aggression
Some adolescents showed anger, rage and aggression. This was sometimes directed 
towards themselves, expressing frustration at their inability to function. This 
behaviour may reflect the experience of struggling to make themselves understood, or 
to process their experiences. ‘ What transpired is rage. It, it seems like rage. I t’s “I  
can’t do it, I  can’t do it, I  can’t do it”. I ’ll hit, I ’ll scream, I ’ll shout, it’s violent. ’ 
(Patricia).
A couple of mothers struggled with what they felt was anger directed towards them, 
and felt that they were the target of their child’s frustrations. One mother sought to 
make sense of this by making links with the experience of drowning, where in 
desperation to save themselves, the person lashes out at others. 6 What I ’ve heard 
about trying to save people who are drowning and how you’re as likely to be killed 
by the person who is, you’re trying to save, because they lash out at anything that 
comes near them. ’ (Jane)
There is a sense of escalation to this rage, anger and aggression so that mothers felt 
unable to manage it any longer, with adolescents being felt to be increasingly 
challenging, for example, by refusing to go to school or becoming aggressive to 
siblings. 'She went even worse and she seemed to go really off the rails and became 
quite aggressive. ’ (Jane)
• Being unable to function
The level of emotional distress was such that adolescents became unable to function 
in their everyday lives. ‘She started just being very upset and crying a lot, and at 
night, and not sleeping. It was difficult to go to school. ’ (Nicola). This inability to 
manage and cope was also displayed through some adolescents self-harming. 'She 
self harms when she’s stressed, anxious.... ’ (Jill)
• Finding catastrophic meaning
Some adolescents tried to make meaning of their experiences, finding catastrophic 
meaning. For example, thinking that their experiences meant that they had a brain 
tumour, that they might be seriously medically ill or that they were dying. There was
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a sense of great fear. ‘Fear, huge fear. As she’s describing the panic attacks 
themselves were terrifying. And she thought she was dying. ’ (Patricia)
A number of adolescents expressed fears that they were going mad. ‘Her fear at 
certain times was that she was going mad and that she was going to be diagnosed 
with schizophrenia or something. ’ (Lisa)
2. RECOGNISING A PROBLEM
With this culmination of emotional distress, mothers recognised that there was a 
significant problem and that is when they started trying to seek outside help. Some 
mothers felt that their child had experienced difficulties with anxiety and depression 
for a number of years, but were seeking help at that point because of the recognition 
of their family’s inability to manage the difficulties. A number of elements affected 
mothers’ abilities to recognise a problem, including difficulty determining normality 
in adolescence and that some adolescents seemed to hold the problem secret and 
failed to disclose.
• Difficulty determining normality in adolescence
Some mothers felt that a delay in recognising the extent of the problem was linked to 
difficulties determining what ‘normal’ adolescent mood and behaviour was like, and 
what was something more than that. It was felt by these mothers that adolescence is a 
time when children display a wide range of moods and difficult behaviours, making it 
hard to determine what was ‘normal’. ‘Teenagers are so complex that it’s hard to 
know whether it’s just teenage angst and what they would be like anyway. ’ (Isabel)
• Holding it secret/failing to disclose
Another reason that mothers may not have recognised the extent of the problem was 
because some adolescents did not verbally disclose how they were feeling for some 
time, or at all. A number of mothers described being unaware of their child’s distress, 
until they expressed it verbally some time later. ‘/  didn’t know it was all coming on 
until she threatened to hang herself or cut her wrist. ’ (Cherie)
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Some mothers felt that this was because their child found it hard to talk about it or to 
put their feelings into words. 'Didn’t know how to talk about it. ’ (Jill). Or because 
they were scared to talk about it because it would make it real and might make their 
worst fears realised. 'She thought that it was a brain tumour and that if  she told me, 
it would make it real. ’ (Patricia). Or they could have tried to talk about it but have 
felt, or been, unheard by those around them. ‘She probably fe lt that there wasn’t 
anyone that she can talk to because you know I  used to get upset really easily, so I  
think she probably just kind o f kept it all inside. ’ (Fiona)
3. BEING HELPLESSLY AFFECTED
At the point of the adolescent reaching a crisis point, and the mother recognising a 
problem, both were being helplessly affected by the difficulties, feeling powerless 
and stuck. Neither knew what to do about the difficulties, something which some 
mothers felt was against the very nature of their role as a parent. Adolescents may 
have experienced a sense of losing control of themselves. At this point, mothers 
reported that their children may have felt a lack of understanding and support, and 
this linked in with the mothers’ struggle to understand the difficulties. Mothers may 
also have felt unsupported, particular by the education system and mental health 
services.
• Feeling helpless and stuck
Adolescents did not know why they were feeling the way they were, and they felt 
bewildered and scared. 'And we would talk to him and he would just say, I  don’t 
know why it is’ (Laura). There is also a sense of the adolescent being stuck and 
unable to act, with one mother describing her son as saying 'I  don’t want to do it. I  
don’t want to do anything. ’ (Laura)
For many mothers, there was a sense of frustration and powerlessness, watching their 
child in distress and feeling helpless to change it, or make anything better, and that 
this was against the very nature of their role as a mother. ‘Just the mummy’s wish to 
make it go away and I  can’t. So it’s a thing that’s beyond my control. So my, all my
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sort o f mummy instincts o f “there there never mind it will all be better” don’t work, 
because it isn 't better. * (Patricia)
• Not knowing what to do
Linked to this state of both themselves and their child feeling helpless and stuck, was 
that mothers did not know what to do. For some mothers, there was even the sense 
that professionals did not know what to do either 7  didn’t really know what to do. So 
in the end I  ended up going to my GP who also didn’t know what to do. ’ (Laura)
A couple of mothers related this feeling of not knowing what to do to their lack of 
experience of mental health issues. I ’ve never come across depression before so itfs 
all new to me and it’s mind blowing. ’ (Jane). Some mothers felt that they lacked the 
skills to help. 7  can sit and listen but, you know what I  mean, I ’m no doctor. ’
(Mary)
For the adolescent, this must have compounded their sense of helplessness and fear, 
that even their mother or GP did not seem to know how to help them, or what to do 
about it. Not knowing what the problem was, or what to do about it, also led to 
uncertainty about the parental role for some mothers: 'All the way through it’s been 
this absolute seesaw between knowing what behaviours to make allowances for, 
and what behaviours are just rude and naughty. ’ (Patricia). In some ways this links 
to the problem of not knowing what may be attributed to ‘normal’ adolescent 
development.
• Losing control of self
Adolescents experienced episodes of becoming overwhelmed by anxiety and panic, 
leading them to lose control of themselves physically, for example, shaking 
uncontrollably, lashing out in public or running out of class. This links in to the theme 
of adolescents feeling helpless: ‘.... and all o f a sudden it would happen. I  could see 
in her face that it was about to happen. And she couldn’t stop it and then, you 
know, sometimes if  I  caught it early enough I  could hug her while she was doing it, 
but she’d be absolutely rigid. ’ (Isabel).
159
Major Research Project
This difficulty controlling their depression and/or anxiety also led to isolation, as 
adolescents could not cope with their usual level of functioning at school or socially.
• Not being understood and supported (adolescent)
Struggling to understand and feeling unsupported (mother)
A couple of mothers felt that having not had their own experience of mental health 
problems, they struggled to understand their child’s experiences. They questioned 
whether their child’s behaviour was just for attention and became frustrated with 
them, having to force themselves to take a step back and try to think about how their 
child might be feeling. ‘I  wanted to say just sort yourself out, so it was quite 
frustrating because I  see what she’s going through but I  don’t understand mental 
health issues because I  don’t suffer myself ’ (Isabel)
This must have left the adolescent having a sense of not being understood and feeling 
unsupported. One mother felt that their child viewed them as unsympathetic. 'It was 
difficult because Hannah, Hannah looked at me being unsympathetic coz /  didn’t 
understand and didn’t know what to do’. (Samantha)
This position of not understanding their child’s experiences links with not knowing 
what to do, and also to the adolescent feeling isolated and alone. As well as 
experiencing a lack of understanding from their mother, adolescents may also have 
had to contend with a lack of understanding and support from school, and mothers 
themselves may have felt unsupported. 'His tutor who’s always on the phone, this 
that and, you know what I  mean, nobody really understood sort o f what I  was going 
through and actually what he was feeling. ’ (Mary)
Some adolescents and mothers also felt a lack of understanding and support from 
services, with an initial struggle to get help. This links in with mothers and 
adolescents feeling helpless and powerless. 'It was really hard and it was a problem 
but nobody was listening basically, so banging your head against a wall. ’ (Mary)
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4. BECOMING ISOLATED
All mothers reported that their child experienced isolation which seemed to be linked 
to a number of processes: disruption to school life, being restricted by symptoms, and 
feeling different from, and thereby struggling to fit in with, peers. However, the 
direction of the relationship between isolation and these factors is not clear, that is, 
whether isolation led to these processes or whether these processes led to a state of 
isolation.
• Disruption to school life
The majority of adolescents had some time out from school or college around the 
crisis point. Being withdrawn from school/college was generally instigated by the 
adolescent refusing to attend or leaving once they arrived, although mothers also 
withdrew their child from school when they saw their child’s distress at attending. 
This led to physical isolation, although there is a sense that social isolation may occur 
before this, due to difficulties with peer relationships, feeling different, and being 
bullied. Physical isolation could make depression and anxiety worse. 7  think the 
depression sort o f got worse from where he wasn 7 around people and spent a lot o f  
time on his own. ' (Mary)
• Being restricted by symptoms
A number of adolescents seemed to become significantly restricted by their 
symptoms, in that they were unable to attend school/college and struggled to socialise 
because of their anxiety or depression, and worries about embarrassing themselves in 
public ‘Possibly that was stopping her from going out socialising coz she was 
worried that it (panic attack) was going to happen when she wasn't here' (Isabel). 
This inability to function as they wanted caused frustration for the adolescent. 7  
think he was just really fed  up. He was angry with himself that he couldn't go out' 
(Laura). One mother described her daughter as having a sense of injustice and 
questioning why she was the way she was. ‘ Why can't I  be normal'? All my friends 
do thisj this, this and I  can't. And it's not fair. ' (Patricia)
161
Major Research Project
Mothers felt that their children were missing out on normal adolescent life because of 
difficulties functioning. As well as isolating the child, this inability to function in the 
way they wanted to must also have led to feeling different from, and struggling to fit 
in with, peers.
• Feeling different
Some mothers identified their child as being different ‘That’s not what a boy o f 15 
should be experiencing’ (Laura). Peers also identified them as different. ‘She 
became even more isolated at school because they knew that she was ‘that girl’, you 
know the girl that had been in hospital ’ (Jill). Some mothers commented that their 
child did not have friends at school, or were being bullied, leaving them feeling 
lonely and isolated. 7  think she feels very left out because she is just very quiet. And 
I  think people have got used to her being like that and so she feels invisible.’ 
(Nicola). Being taken out of school or sent to a ‘special’ school also fed into ideas of 
feeling different and others seeing the adolescent as different.
5. SEEKING OUTSIDE SOLUTIONS
There was a sense that once mothers recognised a problem that they were unable to 
manage within the family, they sought solutions outside the family. It was the 
mothers, not the adolescents, who seemed to instigate this process. Seeking outside 
solutions involved a process of trying to get professional help, and also advocating 
for the child with outside agencies, such as the education system, in order to attain 
support for their child.
• Seeking professional help
Some mothers did not solely seek help through CAMHS, but sought other avenues, 
which included professionals in the private sector, such as ‘reverse therapists’ and 
hypnotherapists. They either sought help through other avenues first, and when these 
did not provide the hoped for solution, went on to access CAMHS. Or they sought 
help through CAMHS initially, but then looked elsewhere when they felt that their 
child was not benefitting from CAMHS input that greatly, or because their initial 
attempts to get help through CAMHS were refused. There was a sense that for some
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mothers, seeking help through CAMHS became a fight to get heard 7  had to really 
fight going backwards andforwards to get referred. ’ (Mary)
For some mothers there was a hunt for a solution, seeking out numerous avenues for 
help with an almost desperate quality. 7  was going mad trying to get her into 
everything so yes, I  was desperate. ’ (Lisa)
• Advocating for child
Some mothers moved to a state of advocating for their child outside the family. This 
included negotiating with education services to stop their child having to take exams, 
ensuring their child had a safe area to go to at school, or getting a statement. 'Then 
we hit back. And I  said to the school, shefs not doing her SATs and they said oh yes 
she is and I  said oh no she’s not’. (Patricia)
Experiences from this point divided along two lines: feeling stuck, and starting to 
deal with it.
6. FEELING STUCK
Three mothers felt that since their recognition of the difficulties and attempts to get 
outside help, there had been no changes in the difficulties or their child, feeling that 
they were still caught in a state of being helplessly affected and isolated.
One mother felt that despite some input from CAMHS, 7  don’t think we’ve come 
very much further forward’ (Laura). One mother disagreed with the focus on her 
daughter’s physical difficulties as the cause of her psychological problems, and 
wanted further input from a different mental health professional in CAMHS. The 
other mother had only had limited input from CAMHS, and still felt that she was 
fighting to get her son seen regularly.
It is interesting to note that despite feeling a lack of change, two of the three mothers 
went on to report improvements in their child’s functioning and/or understanding of 
their difficulties. For example, one adolescent started to attend college again and
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another started to push himself to go out with friends and to enroll on a college 
course. Therefore, it must be stressed that the data here concerns parental 
interpretation of change and may link in to personal ideas of what ‘better’ or 
‘recovered’ means. These may not match with adolescent definitions or the way 
outsiders may consider progress. It may also reflect the up and down nature of 
depression and anxiety.
7. DEALING WITH IT
The majority of mothers felt that there had been changes since their attempts to take 
action, and that there was some sense of progress. This did not mean that the 
depression or anxiety had gone away, but that adolescents and their mothers moved to 
a state of being better able to deal with it. Adolescents and their mothers could move 
to a state of dealing with it better but still be up and down, with periods when they 
may be more caught in depression and anxiety and when they may feel that there 
have been no real changes. However in contrast to the stage of being stuck, this stage 
is not static but fluid and changing. Following meeting with a professional a number 
of processes took place which led to a state of dealing with it: reaching a state of 
knowing, feeling more understood, increasing understanding/insight of mothers, 
feeling less alone, having more insight and self-awareness, being able to identify 
triggers/cycles and fighting it.
• Being up and down
There was not always a clear move to a state of dealing with the anxiety/depression 
but more often, there was a move towards dealing with it better but with periods of 
struggling and low points, hence a state of being up and down. A number of mothers 
noted periods where their child seemed to be coping and dealing with their 
depression/anxiety, but also times when they seemed to ‘go backwards’. This 
suggests that for adolescents, depression and anxiety tends to move through stages of 
ebb and flow.
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This experience is summarised by one mother whose daughter sometimes seemed to 
be dealing with her anxiety, but at other times moved to a state of helplessness, with 
it being very hard for the mother to identify why there was a move between these 
states. ‘She’ll say “I  think I  might try and do this” or “I  might try and get a part 
time jo b ” or, but when she’s not, you know, like that, she says “Oh I  can’t, I  can’t”, 
you know, “I  won’t be able to do it” and everything is “I  can’t, I  won’t be able to do 
it”, ’(Nicola)
• Starting to deal with it
A number of mothers pointed to the role of an outside professional, as the point at 
which change occurred, whether this was a CAMHS worker, or private sector 
hypnotherapist or ‘reverse therapist’. Mothers pointed to the importance of meeting 
with someone outside the family who could educate about mental health, and that 
they were not the person to do this because they were so worried or because of a lack 
of expertise. A couple of mothers felt that medication had enabled a change in their 
child, feeling that although they were unsure of how it worked, their child’s mood 
had lifted. A couple of mothers also pointed to the importance of contextual factors 
for change. ‘Yeh it’s different now. I ’m not sure how much o f that is due to 
(CAMHS clinic) or how much o f that is due to the fact that, you know, during the 
passage o f time, one changes and one’s situation changes. ’ (Fiona)
Mothers felt that their children had started to be able to exert some control over the 
depression and anxiety, and cope with it better and that they were moving forward. 
‘These sort o f little anxiety attacks have most definitely decreased. She’s been able 
to control them a few  time, i.e. stop them happening before they happen. ’ (Isabel)
There was a sense of increased resilience in both mothers and adolescents, in being 
able to deal better with things. ‘Louisa can deal with a lot more. She can cope with a 
lot more. I t’s just when stressors come at the same time she can’t cope. Now it will 
take a lot o f things to get her because she can actually dismiss things. ’ (Jill)
This state of dealing with it emerged through a number of processes following 
meeting with a CAMHS or other professional:
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• Reaching a state of knowing
The first step in moving towards a state of dealing with it, was actually finding out 
what ‘it’ was, so that adolescents and their mothers moved from a state of not 
knowing to knowing. For some, it was important to get a diagnosis, so they could 
know what they were dealing with, suggesting that there is something very difficult 
about the unknown. 'So I  think that knowing what he's got, you know, a diagnosis, 
is better than the unknown. ' (Laura)
However, having a diagnosis did not always mean that mothers became more aware 
of the difficulties their child was experiencing. ‘It's still quite difficult because even 
now, even though she's been diagnosed, I  don't think anyone really really knows 
what's going on in her head... ' (Lisa)
Actually knowing what ‘it’ is was key as it enabled future recognition, which in turn 
enabled the adolescent to do something about it. It enabled the adolescent to take 
back some sense of control. 'She does deal with it now whereas she would, I  don't 
think she knew, she didn't know what the problems were or what the components o f  
why she fe lt the way she did were. ’(Jill)
• Feeling more understood
Others, such as school and parents, knowing what ‘it’ was also meant that they could 
become more understanding and accepting of the adolescent’s behaviour. This was 
also facilitated by mothers advocating for their child in education. This greater 
understanding allowed adolescents to feel more supported and enabled a move away 
from feeling helpless and isolated. ‘But I  think he is relieved that he knows what it 
is, because it takes the pressure off all round. Because before we might say to him, 
you know Hook for god's sake Jake, you've got to do this. Whereas now we 
understand that there is no ‘got to' about it'. (Laura)
This state of feeling more understood was facilitated by increased understanding and 
insight of mothers.
166
Major Research Project
• Increasing understanding/insight of mothers
Many mothers reached a position of greater understanding or insight. ‘Going to 
(CAMHS) really has helped me understand it and see her differently really’ 
(Samantha). This came about through moving from a state of shock and disbelief, to 
trying to make sense of what was happening and to empathise with their child’s 
experience, although this was hard and not always successful. ‘Having to actually 
stand back, distance myself and say no, she’s quite genuinely not dealing with this. 
It seems like a complete load o f rubbish but it’s real. ’ (Patricia)
Professional input also enabled an increased understanding, and in some cases was 
felt to have improved communication between adolescent and mother, allowing each 
to view each other differently and strengthening the relationship. One mother 
described having no idea of her child’s worries until attending a session at CAMHS 
‘The first few  sessions o f seeing (CAMHS worker), Sally said a few  things which 
really surprised me that she remembered, that were causing some o f these little 
feelings she was having. ’ (Isabel)
Mothers also took it upon themselves to find out about the depression/anxiety by 
reading up as much as they could about it, allowing them to have an increased 
understanding and also enabling them to give their child as much information as 
possible about it.
• Feeling less alone
Through professional input, both mother and adolescent began to realise that they 
were not alone and that the adolescent was not the only one experiencing these 
difficulties. ‘More understanding that it’s not this horrible thing that she’s the only 
one who’s got it. ’ (Samantha)
This realisation that they were not alone came from being linked in, by mother and 
professionals, with other people, both peers and those older than them, who had 
similar experiences. For example, one professional linked an adolescent with another 
adolescent with worry, and his mother commented: ‘they both said yeh, its awful 
having this but at least we’ve each got i t ’ (Laura). Talking with someone who had
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similar experiences allowed the adolescents to support each other and enable 
progress, with one mother reporting her son saying: ‘maybe we could meet up, you 
know at each other’s house and that would be a way o f getting forward. ’ (Laura)
• Having more insight and self-awareness
There was a move to adolescents becoming more self-aware, self analytical and 
solution focused as well as becoming more self accepting, which allowed working 
towards change. ‘Rather than I  hate it, I  hate it, I  hate it, make it go away acute 
loathing o f it, ok I  am like this what do I  do. ’ (Patricia)
• Being able to identify triggers/cycles
Finding out about triggers and cycles, for example, the realisation of the importance 
of friendships for one adolescent, allowed reassessment of both thinking, and 
unsuitable coping mechanisms, such as self harm, and the breaking of cycles through 
such recognition. ‘She’s more able to isolate or identify with the things that are 
triggers for her, or things that she finds too difficult, so that she can reassess her 
thinking. ’ (Jill)
• Fighting it
Linked in with this move towards dealing with it, some adolescents took an even 
more active stance of trying to fight it. Previously, some adolescents had attempted to 
fight it but had struggled. ‘She worked really hard in as much as she tried hard, it 
was, I ’m saying she was trying hard to get friends, keep friends, be positive about 
things but looking back I  guess it’s two years, the only picture was a sort of  
isolated, lonely, bewildered young lady really. ’ (Jill)
There was a sense of increasing motivation and skills to be able to fight it after 
professional input. Some adolescents started to push themselves more, taking greater 
responsibility, for example, by going out with friends, applying for college. ‘He made 
himself do things that before he would have just said I ’m not going to do them. ’ 
(Laura)
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There is a sense that the process of fighting it is a long one and takes considerable 
time. ‘I t’s not something that he can help or overcome just by, you know, doing 
something once. I t’s got to be, you know, doing it time and time again. ’ (Laura)
Mothers saw themselves as key in this process of fighting it. A distinction can be 
drawn between some adolescents starting to fight it, with their mothers pushing them 
as well, but in other cases the mother pushing the adolescent with little sense of the 
adolescent pushing themselves. Pushing forward was a constant fight. ‘So constant 
you know. You don’t let up.’ (Louise)
With the pushing also came trying to work out how much to push. ‘I  just have to try 
and push her in the right direction without pushing too fa r ’ (Isabel), and worrying 
that they may have pushed too far. ‘No you’re going. I ’m sorry none o f this crap. 
You’re out. Go on, get on with it. And that’s when you know for certain she can do 
it. And it’s that awful am I  making the right decision?’ Is it something she can get 
through or is it not?’ (Patricia)
8. RE-ENGAGING WITH LIFE
Mothers reported that as they and their children began to deal with the difficulties, 
there was a move away from isolation to re-engagement with life. This involved 
finding other avenues for success and inclusion which may be focused away from 
academic pressure, if the adolescent struggled with this, and towards the adolescents’ 
personal strengths. For some adolescents this stage also involved a shift from being 
unable to think about the future, to looking towards the future.
• Moving away from isolation
There is a sense of a move for some adolescents from disengagement, complete 
isolation, and being unable to verbalise their emotional distress, as seen in reaching a 
crisis point, towards talking more about how they were feeling. ‘He can talk about it 
more, he will mention the anxiety and when it’s causing him problems, when he’s 
having difficulties with it. ’ (Laura).
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This allowed mothers to help, and a move away from isolation. As the adolescent 
pushed themselves more, and was pushed, they engaged more in life, for example 
going out, meeting with friends, resuming school/college. ‘He just started a new 
course and it was only ten people so itfs they do a lot of, it’s not just work, work, 
work. They do a lot o f other things involved with it as well. So now he’s actually 
doing something during the day. ’ (Mary)
• Finding other avenues for success and inclusion
A number of adolescents struggled with the academic pressure and social pressure of 
school. This led them and their mothers to seek out and value other avenues for 
success. For one adolescent, continuing with an existing hobby outside school, 
Scouts, allowed her to access a friendship group and have a sense of success and 
achievement outside school, building her confidence. ‘Know that she could still 
achieve things even when she wasn’t able to go to school or couldn’t concentrate or 
absorb information, she could still achieve something’. (Jill)
Some mothers also modified their academic expectations of their children and sought 
to relieve the academic pressure that their child was experiencing. ‘She’s been 
panicking about A-levels to the, you know, really getting stressy about the whole 
thought o f post GCSE as she is finding GCSE quite scary and we just said “you 
don’t have to do them. ” ’ (Patricia)
There was a realisation that their child had other strengths perhaps away from 
academia ‘She’s an amazing cook, she’s an amazing artist. ’ (Louise)
• Looking to the future
From parental report, how the adolescent viewed the future seemed to depend on 
what stage of the model they were in. In later stages of experiencing 
depression/anxiety there was a change in how mothers felt their children viewed the 
future, with a move in some cases from being unable to even consider what might 
happen the next day, to looking forward to the future. ‘She talks about the future 
now in a way she wouldn’t o f three or four months ago. ’ (Fiona)
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THE HOPED FOR FUTURE
This next section does not form part of the actual model but is a result of a question in 
the interviews about how mothers saw the future for their children. This is important 
in order to gain an understanding of how mothers might conceptualise ‘recovery’. A 
number of key themes emerged. Firstly, mothers felt that the future was unpredictable 
and uncertain which inevitably led to worry about their child’s ability to cope as an 
adult. Linked in with uncertainty was the idea of a journey into the unknown. 
Secondly, all mothers wanted their child to no longer experience anxiety or 
depression. However, the majority felt that it might be present in their child’s lives in 
the future and, in line with this, they expressed hopes for the future centred around 
living with the anxiety and/or depression. This included managing it, having an 
independent life with it and being happy. Only one mother felt that her child’s 
experiences were a stage in her growing up and would not return. This mother saw 
her daughter’s difficulties as being down to her temperament and that growing up, 
and appreciating life more, would lead to improvements. Another mother, although 
not feeling that her child would grow out of depression hoped that, with changes in 
hormones through growing older, things would improve.
These views give some understanding of how mothers think ‘recovery’ might work 
and has high relevance to recovery models given that mothers’ views of the future are 
likely to have an influence on the adolescent, and highlights that the adolescent very 
much needs to be viewed within the system of the mother. It reminds us that this is 
the narrative of the adolescents’ experiences, from the view point of the mother.
171
Major Research Project
DISCUSSION
This project aimed to address the research question of how parents/carers of children 
with depression and/or anxiety conceptualise their child’s experiences, with the 
objectives of developing a conceptualisation of the process of children’s experiences 
of mental health difficulties, and to determine the degree of overlap between this 
conceptualisation and the adult concept of ‘recovery’. In this section the key elements 
of the conceptualisation developed will be discussed, and points of convergence and 
divergence with existing literature, and what this research adds to existing literature 
will be examined. There will be an evaluation of the project in terms of the extent to 
which it can be said to be a grounded theory, its originality, resonance, credibility, 
usefulness and its limitations. There will also be a discussion of the implications of 
this research project for policy and practice, and a consideration of what further 
questions this project has raised.
A conceptualisation of what might constitute ‘recovery’ was developed through 
interviews with twelve mothers of adolescents with depression and/or anxiety. It 
outlines a process of moving through stages of experience, which may only be linear 
in parts, and involves movement between stages depending on the adolescent’s and 
mother’s own personal experiences.
Following the development of the model, the research literature was examined again, 
in order to locate the emerging conceptualisation within the existing literature and to 
reflect on points of convergence and divergence.
Convergence and Divergence with the Adult ‘Recovery’ Literature
There are aspects of both convergence and divergence with some of the themes 
outlined as key in the adult concept of ‘recovery’. The key aspects of the concept of 
‘recovery’ identified by service users and researchers in adult mental health seem to 
be: hope, finding a new identity and developing new meaning in life, empowerment 
and taking responsibility, and advocating for your own rights and helping others 
advocate for theirs.
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The theme of hope resonated clearly in this research. Mothers reported that in the 
initial stages of experiencing difficulties, adolescents seemed to be in a state of 
lacking hope, with some wanting to end their lives and others feeling that their 
symptoms meant they were going mad or dying. As many adolescents moved to a 
stage of ‘dealing with it’, mothers perceived that hope began to emerge as adolescents 
felt less helpless, and moved to a stage of ‘re-engaging with life’. Hope was also key 
in terms of what mothers wanted for their children in the future.
In terms of finding a new identity and developing new meaning in life, and 
empowerment and taking responsibility, some aspects of these concepts had 
resonance in the data. Davidson and Strauss (1992) identified the importance of a 
sense of self in recovery in their research with 66 people with ‘severe mental 
disorders’. They argued that ‘the process of rediscovery and reconstructing of an 
enduring sense of the self as an active and responsible agent provides an important, 
and perhaps crucial, source of improvement’ (pp. 131). This finding resonates with the 
reported experiences of some of the adolescents in this study, as they moved from 
initially feeling very helpless and powerless, to a process of ‘dealing with it’, which 
involved some starting to fight it. There was a sense of some adolescents taking 
responsibility for their difficulties, although for others the locus of control for this 
remained with their mothers. In the stage of ‘re-engaging in life’, the importance of 
maintaining and also, for some, re-defining a sense of self was seen in the 
maintenance of hobbies and in finding other avenues for success, playing to their own 
personal strengths. However, mothers felt that they had considerable influence in this 
process of dealing with it, particularly in fighting it, as many identified pushing their 
child forward. Therefore, finding a new identity and developing new meaning in life 
was a concept which was important in the data, but the concept of empowerment and 
taking responsibility did not have the same meaning in the data as it does in adult 
mental health. This perhaps reflects expectations around the level of responsibility 
and power that adolescents should have, with a tendency in our society for adults to 
take responsibility for them and protect them.
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In terms of taking responsibility, in contrast to this being a key element for ‘recovery’ 
in adult mental health, a number of the mothers actually talked about wanting 
services to take more responsibility and provide more input. This was evident in the 
struggle some mothers experienced in getting their referral accepted by CAMHS. 
Further, mothers commented that they would appreciate more input from services in 
the long term as well. This is a key difference with the adult literature on ‘recovery’, 
suggesting that expectations of family members of adolescents around service 
delivery may be very different to family members of adults, although not necessarily 
so.
The concept of advocating for your own rights and helping others advocate for theirs 
was not a significant theme identified in this research, although a couple of mothers 
commented that their children hoped to help others in a similar situation, one through 
writing a book of her experiences and another through becoming a mental health 
professional. Mothers reported advocating for the rights of their child in terms of 
education and pushing for them to get seen by CAMHS. Mothers did not indicate 
adolescents having a role in advocating, although this does not necessarily mean that 
adolescents were not active. Mothers may have taken on the role of advocating 
because they felt that the adolescent was not in a position to do so. Both advocating 
for your own rights and helping others advocate for theirs, and feeling empowered 
and taking responsibility, may have been less relevant for adolescents because of their 
developmental stage and social expectations which give responsibility to parents. 
Further, in the adult literature, the element of ‘recovery’ which dictates self­
responsibility has been met with concerns about consequently managing risk 
(Davidson et al., 2006). It would not be unreasonable to assume that risk fears are 
even higher among children and adolescents.
Key Elements of the Conceptualisation 
A non-linear process of stages
In adult mental health, authors have contested whether ‘recovery’ is a process or 
outcome. Although the vast majority of service users and researchers describe it as a
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process, some researchers have developed outcome measures of ‘recovery’ (e.g. 
Liberman et aL, 2002; Torgalsboen & Rund, 2002; Whitehom et al., 2002), with 
criteria such as symptom reduction and improved psychosocial function. The 
conceptualisation developed here suggests that adolescents’ experiences cannot be 
easily measured as an outcome. Instead experiences form a process which moves, not 
necessarily in a linear direction, through stages. This fits in with a number of models 
of adult mental health experiences, for example, Spaniol et al. (2002) and Noiseux 
and Ricard (2008) who, in their development of models of experiences of adults with 
‘schizophrenia’, found that there was movement within and between the categories or 
phases they identified.
The non-linearity highlights the personal, individual nature of the experience of 
mental health difficulties by these adolescents. That is, although broad processes or 
stages may be identified, not all individuals go through it in the same way or achieve 
a specified ‘outcome’. The adult literature also defines experiences of mental health 
difficulties as being highly personal and individual. This conceptualisation of 
adolescents’ experiences acknowledges the wide range of individual experiences and 
emphasises that not all young people reach a stage of ‘dealing with it’. This addresses 
one of the concerns from the Mental Health Foundation (as cited in Tumer-Crowson 
& Wallcraft, 2002) who criticised the ‘recovery’ approach in adult mental health, 
arguing that if people do not ‘recover’ they may be seen as failures and have their 
support taken away. This suggests that in terms of service delivery, it might be 
beneficial to focus on the individual’s experience and expectations rather than a pre­
determined outcome.
Social context
The importance of the social context for ‘recovery’ in adults has been highlighted, for 
example, in terms of poverty and poor housing (Murali & Oyebode, 2004), as well as 
social support networks (Davidson & Strauss, 1992). This research project brought to 
the fore the perhaps even greater importance of some aspects of the social context for 
adolescents’ experiences of mental health, in particular the role of family members, 
peers and educational establishments.
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In considering the application of the adult concept of ‘recovery’ to child mental 
health, Friesen (2007) highlighted the importance of taking ‘an ecological 
perspective’, in other words seeing the child as embedded in the family, which is 
embedded within the community, and that all these systems interact with each other. 
The influence of the parent on the adolescent child could generally be perceived as 
greater than the influence of the parent on the adult child. Mothers interpreted their 
child’s behaviour in a variety of ways in this study, with some seeing their child as 
being consciously difficult in their displaying of certain behaviours and some not 
knowing how to differentiate problems from the broad spectrum of ‘normal’ 
adolescent behaviour. Some mothers struggled with understanding their child’s 
experiences while others took a more empathie stance. The differing views of 
mothers could be postulated to have an influence on adolescents’ experiences, and so 
to would their models and views of ‘recovery’. For example, one mother viewed the 
difficulties as just a phase in adolescence and also part of her daughter’s tendency to 
be dramatic. This mother’s view of ‘recovery’ was that her daughter would grow up 
and move past these difficulties. It could be postulated that these attitudes and beliefs 
would affect the system of support for this adolescent, and their subsequent 
experiences of mental health difficulties.
Social exclusion
The issue of social exclusion, which authors have identified as important in adult 
mental health (e.g. Repper & Perkins, 2003) was an important issue for the 
adolescents in this study. Especially salient for adolescents, which has not been 
identified particularly in adult mental health, was the importance of the role of peers. 
The adolescents in this study were reported to feel isolated and excluded, although as 
has been discussed previously, it was difficult to determine the direction of causality 
with their mental health difficulties.
Developmental context
A number of mothers highlighted the difficulties inherent in identifying mental health 
issues in adolescence, suggesting that this is a particularly unique period, different to 
childhood and adulthood. Parents struggled to differentiate between normal teenage
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angst and something more than that because they felt that moods were more unstable 
in adolescence, and that there is a more diverse range of behaviour which makes it 
difficult to determine what is ‘normal’ and what is an adolescent in distress. This 
could be why, for some mothers, emotional problems were seen as just a phase that 
their child would grow out of.
Resilience
In the US, ideas of ‘recovery’ in child mental health are closely linked with the idea 
of resilience, with the President’s New Freedom Commission for Mental Health 
(HSS, 2003) outlining both concepts as key. In this document it is defined as ‘the 
personal and community qualities that enable us to rebound from adversity, trauma, 
tragedy, threats or other stresses, and to go on with life with a sense of mastery, 
competence and hope’ (pp.7, HHS, 2003). Friesen (2007) outlines that important in 
this concept of resilience is both individual characteristics (e.g. confidence) and also 
the social context both within the family (e.g. close relationships, warmth), and 
within the wider context (e.g. socioeconomic advantage, supportiveness and 
effectiveness of school).
The notion of resilience was salient within this research. Although only explicitly 
discussed by one mother, there was a sense of growing resilience among adolescents, 
who in a number of cases were attempting to fight against their difficulties and to re­
engage with life, even though this was a struggle. Mothers’ hopes for the future were 
that the child was able to harness their strengths and abilities to be able to manage 
with the possible continuation of difficulties.
Evaluating the Research 
Towards a grounded theory
What constitutes a ‘fully-fledged’ grounded theory has been a topic of debate 
(pp.268, Pidgeon & Henwood, 1997). This is a complex question because of the 
numerous versions of grounded theory and the variance in how it is interpreted and 
applied. Charmaz’s (2006) constructionist version of grounded theory was utilised in
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this project. Charmaz (1995) outlines that grounded theory aims to develop rich 
conceptual analysis of lived experiences and social worlds, explicate processes, and 
further theory development. It is hoped that this project has gone some way towards 
achieving this.
Due to the time limits of this piece of work, the author was only able to use 12 of the 
16 interviews undertaken. Dey (1999) identifies theoretical sufficiency as being 
reached when categories cope with new data without requiring modification. 
Following the integration of the final three interviews, there were modifications made 
to some categories and thus it can be suggested that theoretical sufficiency was not 
met with the sample size of twelve. Therefore, the author does not claim to have 
formed a theory but rather to have made some contribution to the development of a 
theory of the experience of depression and anxiety among adolescents, as seen from 
the perspectives of mothers.
Credibility, originality, resonance and usefulness
Charmaz (2006) outlines four criteria for evaluating grounded theory studies: 
credibility, originality, resonance and usefulness (see Appendix 12 for more details).
Credibility
Twelve open, semi-structured interviews were analysed, which enabled a fairly deep 
exploration of experiences. In keeping with the guidelines outlined by Charmaz
(2006), a process of constant comparative analysis was undertaken between emerging 
categories. Theoretical sampling, which facilitates the exploration of emerging ideas 
and categories and the clarification of relationships and variations in experiences, was 
limited in this study. Charmaz (2006) outlines that theoretical sampling takes place 
through recruiting new participants, observing in new settings and asking earlier 
participants further questions. However, the time limited nature of this project and 
difficulties with recruitment meant that theoretical sampling could only take the form 
of modifying the interview schedule.
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Originality
To the author’s knowledge, a conceptualisation of how children experience 
depression and anxiety from the perspective of mothers has not been developed 
before. The impetus to investigate this comes from a very recent drive for the adult 
derived concept of ‘recovery’ to be transferred to other age groups. Together with the 
sister projects which are conceptualising the experiences of mental health difficulties 
from the view point of the child, and of professionals, this project is unique in the 
UK. The conceptualisation developed has points of convergence with the ideas of 
‘recovery’ in adult mental health, as well as challenging the applicability of some of 
these ideas, and finding new elements which add to the literature. This is therefore of 
theoretical significance, adding to the early stages in the development of a theoretical 
framework of children’s experiences of mental health difficulties.
Resonance
By exploring parental perceptions, this research looks beyond the individual 
experience of the child. The importance of the wider social context including family, 
peers and education is considered throughout. The respondent validation stage acted 
as a means of identifying the resonance of the emerging conceptualisation with the 
participants. The three participants who responded all gave positive feedback, feeling 
that the model accurately represented their perceptions and experiences.
Usefulness
Research suggests that ten percent of children aged five to fifteen in Great Britain 
have a clinically diagnosable mental disorder and that four percent of these are 
diagnosed with anxiety or depression (Green et ah, 2005). However, despite this, 
children’s experiences of mental health difficulties from their own and parental 
perspectives have been given little consideration in the research literature. Therefore 
this analysis offers information which is of use and can potentially have a meaningful 
impact for adolescents and their families. It is hoped that this research will spark 
further investigation in this area to continue to develop this knowledge.
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Limitations
This project has developed a model of the experiences of mental health difficulties 
from the view point of mothers, only one of the stakeholders in child mental health. 
Obviously the view point of the adolescent themselves is highly valuable in such a 
discussion of the applicability of ‘recovery’ ideas, and what adolescents report to 
experience themselves may be very different to what mothers perceive their 
experience is.
The response rate of this study was very low at 10.6%. Following the poor response 
to the initial recruitment stage, in the follow-up letter, respondents were asked to give 
feedback on reasons that they did not want to participate. This revealed that a number 
of parents were worried about their child having to recount their experiences while 
they were either currently in a very vulnerable state or starting to improve, worrying 
that talking about their experiences would lead to setbacks in their recovery.
Grounded theory research does not aim to be representative of, or generalisable to, 
the wider population (Charmaz, 2006). Rather it aims to be a rich dense 
representation of the data collected (Pidgeon & Henwood, 1997). The sample 
diversity in this study was very narrow, with all the participants being white British 
mothers, aged 35 to 54, whose children had attended a CAMHS in the south of 
England, although there was a range of socioeconomic status. Pidgeon and Henwood 
(1997) suggest that in qualitative research, where the aim is not to select a sample on 
statistical grounds, authors should use the term transferability rather than 
generalisability. This term means that the findings of the study can be suggested to 
apply in contexts similar to that in which the data was collected. Clearly, then, this 
study requires extension to more diverse participant groups before a rounded concept 
of recovery from the parental perspective can be claimed.
As has been highlighted in adult mental health, trying to define a process and label it 
‘recovery’ is very problematic on a number of levels. This research has highlighted 
the personal and individual nature of adolescents’ and their mothers’ experiences. 
None of the mothers mentioned the word recovery during interviews. The impetus 
towards applying the concept of ‘recovery’ to child mental health is politically
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derived and was not initiated by children or their families. Thus in many ways, it is in 
complete opposition to the culture in which service users in adult mental health were 
originally sharing their experiences and talking about their own ‘recovery’. Further, 
the concept was developed in adult mental health, among those with so called ‘severe 
and enduring mental health illness’ including ‘schizophrenia’, bipolar affective 
disorder and severe anxiety and depression. These are labels which are not applied to 
children, and so again the applicability of the term is questionable. One uncertainty 
stands therefore, is this a model of ‘recovery’ or a model of experiences that one 
might call ‘recovery’?
Reflexivity
Charmaz (2006) highlights the concern that researchers have about the interpretive 
nature of the qualitative form of data collection and analysis, which has led grounded 
theory in the past to aim for objectivity. In contrast she argues that the role of the 
researcher in influencing the research process is inevitable and that the strength of 
grounded theory lies in the researcher’s interaction with the data and their own 
emerging ideas (Charmaz, 2006).
However, it has been highlighted that the need to identify and reflect on the potential 
influence of the researcher is of importance and hopes to enable at least a move 
towards ‘strong objectivity’ (pp. 270, Pidgeon & Henwood, 1997). One of the most 
significant potential influences was that during the process of analysing the data and 
constructing a conceptualisation, the author was in frequent contact with the author 
who undertook the sister project interviewing children about their experiences, due to 
being on the same training course and living within the same house. Inevitably this 
led to some discussion and comparison of themes emerging in the respective projects, 
which may have influenced the emerging conceptualisation. Another significant 
factor was that following the author’s decision to undertake a literature review prior 
to data collection, it was felt that the ideas outlined in the literature may have 
influenced the formation of the emerging conceptualisation. However, it was hoped 
that by remaining aware of these potential influences, the author was able to direct 
herself back to generating theory from the collected data.
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Conclusion
A conceptualisation of adolescents’ experiences of depression and anxiety, from the 
perspective of their mothers, has been developed in this project. This 
conceptualisation had highlighted some key issues for adolescents experiencing 
depression and/or anxiety, and their mothers, including their experiences being a non­
linear process, the importance of the social context, social exclusion, resilience and 
developmental issues. There has been discussion of how this conceptualisation fits 
with the adult developed concept of ‘recovery’. It seems that while there are some 
aspects of overlap, there are also important differences which suggest that the concept 
cannot be simply transferred. However, the philosophy underlying the ‘recovery’ 
concept as epitomised in Anthony’s (1993) often quoted definition does bear great 
resonance with what mothers described/...a deeply personal, unique process o f  
changing one’s attitudes, values, feelings, goals, skills and/or roles. It is a way o f  
living a satisfying, hopeful and contributing life even with the limitations caused by 
illness’ (pp.527).
This research project used a very narrow sample which limits its transferability. 
However, evaluation according to criteria of resonance, credibility, originality and 
usefulness appears favourable. This project can validly be said to have developed a 
rich conceptualisation of experiences of adolescents with depression and/or anxiety 
from the perspectives of their mothers, which contributes to the beginnings of a 
knowledge base and theoretical framework in this area.
Implications for Policy, Practice and Further Research
This project allows some insight into how, why and what adolescents and their 
mothers experience during mental health difficulties, what helps and hinders them, 
and what they want for their futures. Together with the sister projects interviewing
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children themselves and professionals, it is hoped that this will allow an insight which 
may enable services to be more geared towards the needs and wants of children and 
their families.
The findings of this project suggest a number of implications for service design, 
redesign, and delivery in child mental health. Further, it questions the validity of 
simply transferring the adult concept of ‘recovery’ to children, as advocated by CSIP
(2007). The move towards forming a new definition of ‘recovery’ in adult mental 
health came from service users highlighting that clinical symptom reduction 
outcomes were not always of the highest importance, that goals such as living 
fulfilling, contributing lives may be more important and achievable, and that they 
wanted to take more control and power over how their mental health difficulties were 
managed. Although there were concerns that the passing of more control from 
professionals to service users would heighten risk, it was argued that a reasonable 
level of risk is necessary in order to allow individual growth. Further, there was a 
push away from mental health professionals being framed as experts, towards service 
users themselves being seen as experts in their own mental health, and professionals 
taking less of a directive role.
In contrast to what these adult service users have highlighted as important, mothers in 
this study seemed to want quite different things for their children. They seemed to 
want professionals and services to be the expert, to take control of the situation and 
take responsibility. At the point of reaching a crisis point, with both mother and 
adolescent feeling helpless and powerless, mothers reached outside the family to 
services for help and for them to take control of the situation. This difference in hopes 
for responsibility and control, compared with the adult literature, may be for a 
number of reasons. Firstly, it may reflect the difference in the type of mental health 
difficulties between the adolescents in this study, who were experiencing depression 
and/or anxiety, and much of the adult recovery literature which is from people 
experiencing more ‘severe and enduring’ difficulties such as ‘schizophrenia’. 
Although evidence suggests that depression can be enduring in children, there may be 
more of an expectation that these difficulties may be more acute rather than enduring.
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Secondly, and linked with this difference in the type of mental health problems, may 
be how long the difficulties have been experienced for. At the stage of reaching a 
crisis point in this study, most adolescents were experiencing the culmination of a 
first episode of depression or anxiety. In this context, and with the high levels of 
distress being felt by both mothers and adolescents, the emphasis for mothers was on 
wanting services to identify what the problem was and to take control. In contrast the 
majority of adult service users who have described their hopes for ‘recovery’ in the 
literature had been experiencing difficulties over some time, had already been in 
contact with services, and had an understanding about their difficulties. In this 
context, a large amount of input from services may be felt to be less needed and 
instead the focus is on living with the mental health problems, and taking control and 
responsibility for them, whilst utilising services when needed. In line with this, it 
would be interesting for further research to be undertaken to find out parental ideas 
about ‘recovery’ and the future for those children with more enduring difficulties 
such as eating disorders, and obsessive compulsive disorder.
Thirdly, it may reflect the difference in age between adolescents and adults, and the 
resulting expectations and hopes. There may be more of a need and wish to protect 
and take responsibility for adolescents as a result of their developmental stage.
As discussed in the introduction, child services are currently largely focused on 
outcome in terms of clinical symptom reduction. Symptom reduction and eradication 
was ultimately what all mothers hoped for their children. However, the majority of 
mothers felt that this may not be possible and that, therefore, they would hope for 
their child to be able to manage their difficulties better in the future. This bears both 
resemblance and contrast with the definition of ‘recovery’ in adult mental health 
where there is less focus on symptom reduction and more on a ‘living with it’ 
approach. It seemed that mothers were still holding on to a hope for the eradication of 
symptoms, which seemed to reflect the age of their children and the resulting wish to 
retain a high level of hope, and that to simply accept longevity of difficulties would 
be incorrect given their developmental stage. However, the conceptualisation 
developed here suggests that a focus on symptom reduction alone and in a global, 
non-individualised way may not be helpful. The conceptualisation highlights that
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experiences are individual and varied with mothers viewing some adolescents as 
remaining stuck in depression and anxiety, and others feeling that there was a move 
to dealing with it better but often with fluctuations in difficulties. This suggests that 
rigidly sticking to a specified outcome of clinical symptom reduction may not be 
helpful. Rather an approach tailored around each individual experience, and 
supporting the adolescent and family within the context of this experience, may be 
more helpful. This resonates with the adult literature and the impetus behind the 
original drive towards ‘recovery’ in adult mental health, whereby a rigid global focus 
on symptom reduction as defined by services was seen as unhelpful.
Another issue of salience raised by this research, and of importance when considering 
the orientation and delivery of services, is that adolescents were very much embedded 
within the system of their mothers, with the mothers’ views of the difficulties 
influencing the experiences of the adolescents. What the mother understands and 
constitutes as change and ‘recovery’ influences the way they view their child’s 
experiences. For example, there was evidence of a couple of adolescents re-engaging 
with activities that they had previously been unable to participate in, but their mothers 
did not interpret this as valid change and still viewed the adolescents as being stuck 
and making no progress. This says much about how mothers think ‘recovery’ could 
work and this is key given the important context they provide for the adolescent.
Compared with the amount of literature on models of experience of mental health 
difficulties in adult mental health, this area o f research is very underdeveloped in 
children. Therefore, there are numerous further avenues of investigation which would 
be of theoretical and clinical importance. Given that only mothers took part in this 
study, it would be interesting to find out about paternal perspectives on the 
experience of mental health difficulties in their children. It would also be interesting 
to explore experiences of mental health difficulties across different cultural groups. 
Although young people from the age of ten years old were invited to take part, only 
adolescents aged thirteen to seventeen volunteered. This age range covers a particular 
developmental stage of adolescence and so it would be interesting to explore 
experiences among younger children. However, this may prove problematic as this 
study highlighted the difficulties in recruiting children and their parents, which was
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due at least in part to parents’ concerns about exposing their children to further 
distress or unsettling them. Future studies might need to consider less direct methods 
of investigation.
In order to further develop the beginnings of theory from this research, the remaining 
four interviews will be coded and compared with the existing conceptualisation to 
enable further development of categories. It is possible that this will allow the 
reaching of theoretical sufficiency.
As outlined previously, the validity of theory can be increased by triangulation of a 
number of people’s perspectives of the concept (Smith, 2008). Therefore, it is aimed 
to compare the conceptualisation formed from this research project with that of the 
sister projects exploring the views of children and professionals. Further, it is hoped 
that amalgamating these conceptualisations will increase the validity of a theory of 
how children experience depression and anxiety, and whether ‘recovery’ is a coherent 
and useful concept in this group.
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Research Ethics Committee
Telephone:
Facsimile:
17 Septem ber 2009
Consultant Clinical Psychologist
NHS Foundation Trust 
Child & Family Mental Health Services
Dear
Study Title: D evelopm ent and initial validation of a m easu re o f
ex p er ien ces o f R ecovery for u se  in S p ec ia list Mental 
Health S erv ices for you n g  peop le.
REC reference number:
P rotocol number:
Thank you for your letter of 10lh August 2009, responding to the Committee’s  request for 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation o f ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation a s  revised, subject to the conditions specified below.
Ethical review  of research  s it e s
The favourable opinion applies to all NHS sites taking part in the study, subject to 
m anagem ent permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (se e  "Conditions of the favourable opinion” below).
C onditions o f  the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, m anagement permission for research (“R&D approval”) should 
be obtained from the relevant care organisation(s) in accordance with NHS research
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governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk. 
Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponsors are not required to notify the Committee o f approvals from host organisations.
It is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
CV for
CV for
CVfor
Invitation Letter 2 10 August 2009
Information leaflet for YP (sam e for under and over 16 except 
former refers to Assent Form and latter refers to Consent Form - 
version for under 16s included)
2 27 July 2009
Info sheet for paretns/carers - about the young person 2 27 July 2009
Info sheet for parents/carers about participating in the study 2 27 July 2009
Consent form for young person aged 16+ - interview study 2 27 July 2009
Parent consent - for young persons participation - Interview study 2 27 July 2009
Assent form for interview study 2 27 July 2009
Professional’s Invitation Letter 2 10 August 2009
Professional Information sheet 2 10 August 2009
Consent form for professionals 2 10 August 2009
Parent Information Sheet about participating in the study 2 27 July 2009
Parental consent - own participation 2 27 July 2009
Questionnaire study invitation letter over 16 2 10 August 2009
Questionnaire study invitation letter under 16 2 10 August 2009
Questionnaire study YP information sheet 2 10 August 2009
Questionnaire Study YP consent form 2 10 August 2009
Questionnaire Study YP assent form 2 10 August 2009
Questionnaire study parental consent form 2 10 August 2009
Response to Request for Further Information
CV for Supervisor
Protocol
Investigator CV
REC application
validated questionnaire
Interview Schedule/topic guide
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Statement of compliance
The Committee is constituted in accordance with the G overnance Arrangements for 
R esearch  Ethics Com mittees (July 2001) and com plies fully with the Standard Operating 
P rocedures for R esearch Ethics Com m ittees in the UK.
After ethical review
Now that you have com pleted the application process p lease  visit the National R esearch  
Ethics Service w ebsite > After Review
You are invited to give your view of the service that you have received from the National 
R esearch  Ethics Service and the application procedure. If you wish to m ake your views 
known p lea se  u se  the feedback form available on the w ebsite.
The attached docum ent "After ethical review -  guidance for researchers’’ g ives detailed  
guidance on reporting requirements for studies with a favourable opinion, including:
•  Notifying substantial am endm ents
•  Adding new  sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES w ebsite a lso provides guidance on th e se  topics, which is updated in the light of 
ch an ges in reporting requirements or procedures.
W e would a lso  like to inform you that w e consult regularly with stakeholders to improve our 
service. If you would like to join our R eference Group p lease  email 
referenceqroup@ nres.npsa.nhs.uk.
| Please quote this number on all correspondence |
Yours sincerely
Dr
Chair
Email: 
Enclosures: 
Copy to:
"After ethical review -  guidance for researchers"
lead site)
(Supervisor)
(UK sponsor contact)
(R&D office contact for NHS care organisation at
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U N I V E R S I T Y  O F
S U R R E Y
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Fatuity of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T :+44 (0)1483 689445 
F :+44 (0)1483 689550
R eb ecca  P on s
www4urrey.ac.uk
PsychD Clinical Trainees 
Department of Psychology  
University of Surrey
9th October 2009
Dear R ebecca
R eference: 367-PSY -09
Title o f  Project: Y oung p eo p le ’s  exp erien ce  o f  d ep ress io n  and anxiety
Thank you for your submission of the above proposal.
IpinionCUlty °f ^  and HUman Sciences Elhics Committee has given favourable ethical
sjs/b™  proposai you mav need ,o consider
Yours sincerely
/ O x
Dr Adrian Coyle
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UNIVERSITY O F
SURREY
NHS Trust
Child & Family Mental Health Service
4th December 2009
D ear ,
Title of project: Young peoples’ experience of depression and anxiety
Study number:
I w ould like to invite your fam ily to take part in so m e  resea rch  a sm all tea m  o f  u s  are  
conducting with Child and A d o le sc e n t M ental H ealth S er v ic e  (CAM H S)
and  th e  U niversity o f  Surrey. T h e  resea rch  a im s to d esc r ib e  the  w a y s  you n g  p e o p le ’s  
m ental health  difficulties are  thought about by th e  you n g  p erson  th e m s e lv e s , by their  
p aren ts and  ca rers and by CAM HS staff. W e h o p e  that this will b e  u sefu l both to 
yo u n g  p e o p le  and their fam ilies w h o rece iv e  treatm ent in th e  N H S.
I am  writing to you  b e c a u s e  you  h a v e  a tten d ed  CAM HS recently  and  I
w ould like to invite you  all to  ta k e  part in this study. P a ren ts or m ain carers for a  
you n g  p erso n  and  th e  you n g  p erso n  th e m s e lv e s  m ay  take part in th e  study. It is not 
n e c e s s a r y  for every b o d y  in your fam ily to ta k e  part if th ey  d o  not w ish  to.
For both you n g  p eo p le  and p aren ts/carers, taking part in th e  stu d y  w ould  involve o n e  
fa c e -to -fa c e  interview  with a  research er. I h a v e  e n c lo se d  further d eta ils  ab ou t the  
stu d y  and w hat participating w ould involve for p a ren ts/carers and y o u n g  p eo p le .
If after reading this information a n y  o f you  d e c id e  you  w ould like to ta k e  part, p le a se  
fill in and  sign  th e  c o n se n t  form s and se n d  back  to u s in th e  e n c lo s e d  a d d r e sse d  
e n v e lo p e  with th e  a ttach ed  availability slip. W e  will then  con tact you  to arrange a  
co n v en ien t tim e to m e e t  for th e  interview (s).
Thank you  for taking the  tim e to read th is information.
Y ours S in cerely ,
C onsu ltant Clinical P sy ch o lo g ist
If you would like help to read this letter and the accompanying information or 
have any questions, please contact us
R ebecca Pons 
Tel: 01483 689441
Department of Psychology, University of Surrey, Guildford, GU2 7XH
Invitation letter for young people, Version 2, 10th August 2009
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UNIVERSITY OF
SURREY
AVAILABILITY SLIP
Title of project: Young peoples’ experience of depression and anxiety
Study number:
Yes No
I am / We are interested in participating in the study. □  □
(Please delete as applicable)
If no, could you let us know why__________________________________________
If you have answered yes above, please indicate how we should contact you to 
arrange an interview time:
Child's Name:___________ _____________________
Parent/Carer’s Name  ____________
Please tick to indicate preferred contact method
Telephone number:   □
Email:   □
Post: (Give address if different from above) □
Which days of the week and times are best for us to contact you?
Am Pm
Monday □ □
Tuesday □ 0
Wednesday □ 0
Thursday □ □
Friday □ □
Other: ________________________________________________
Return to:
Rebecca Pons/ ,
Department of Psychology, University o f Surrey, Guildford, GU2 7XH
Invitation letter for young people. Version 2 ,10tb August 2009
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Study Number:
Information for Parents/Carers 
about participating in the study
Title of project: Young peoples’ experience of depression and anxiety
We would like to invite you to take part in a research study, which is being carried 
out as part of an educational project (Doctorate in Clinical Psychology). Before 
you decide, you need to understand why the research is being done and what it 
would involve for you. Please take time to read the following information carefully 
You may wish to talk to others about the study. Please ask us if there is anything 
that is not clear or if you would like more information.
Please contact us if you would like help In reading this information
What is the purpose of the study?
The aim of this study is to find out how young people deal with their emotional 
difficulties such as worry and low mood from the point of view of those who look 
after them. The study aims to increase understanding of this issue and to 
improve the way the NHS arranges services for younger people.
Why have I been invited?
You are being invited to take part in this study because the young person you 
care for is being seen by the Child and Adolescent Mental Health Team 
(CAMHS).
Do I have to take part?
It is entirely up to you to decide whether to take part in this study or not. Please 
read through this information sheet and the accompanying consent form. If after 
agreeing to take part, you change your mind, you are free to withdraw at any time 
from the study without giving a reason. This would not affect the standard of care 
you or your child receives from the NHS.
What will I have to do if I take part?
Taking part involves having one interview lasting up to one hour. This can take 
place at the NHS clinic that your child attends or over the phone, whichever is 
most convenient for you. We can reimburse you for travel expenses to the 
interview. The interview will be audio taped so that it can be typed up into a 
transcript by the researcher. The transcript will be anonymised and kept for ten
Information Sheet for Parents/Carers of Young People, Interview Study, Version 2 ,27lh July 2009.
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years after the end of the study. The audio tape will be destroyed at the end of 
the study.
If you agree to be interviewed, w e will also invite you to be involved briefly later in 
the project. This would involve reading and giving us feedback on a summary of 
our analysis of the interview data w e obtain from you and from other 
parents/carers involved in the study. This stage of taking part will take up to one 
hour of your time. You may provide an interview but not take part in this stage.
What will happen if I d on ’t want to  carry on with the study?
As stated above, you are free to withdraw from the study at any time before we 
have analysed the data without giving a reason. In this case, all your data will be 
destroyed.
What if there is  a problem ?
If you feel you have not been treated well by the researchers you should 
complain first to the Chief Investigator of the study ( using the
contact details at the bottom of this information sheet).
If you are not satisfied with the response when you contact the Chief Investigator, 
you may contact either the University of Surrey or the 
Foundation NHS Trust to raise your concern:
To complain to the University 
Dr Sue Thorpe 
Research Director 
Department of Psychology 
University of Surrey 
Guildford 
SURREY 
GU27XH
Tel: 01483689441
Will my taking part in th is study be kept confidential?
All information which is collected about you during the course of the research will 
be kept strictly confidential, and any information about you will have your 
name/address removed so  that you can not be recognised. However, if you did 
tell us something that meant you or som eone else was in danger, we would need 
to share this information with the lead for the project, (Consultant
Clinical Psychologist).
Information Sheet for Parents/Carers of Young People, Interview Study, Version 2,27* July 2009.
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What will happen to th e resu lts o f  the research stud y?
The results of the research will be written up by the researcher and will form part of 
the qualification leading to a Doctorate of Clinical Psychology (PsychD Clinical 
Psychology, University of Surrey).
The results of this study will be used towards the wider research project on 
developing a sca le for measuring recovery in children. It is intended that this 
research will be published in the form of a report to the Trust, conference 
presentations at relevant National and International meetings and in peer-reviewed 
journals. You will not be identified in any publication. P lease let the interviewer know 
if you would like a copy of the project report to the Trust when it is complete.
W ho is  organ ising and funding the research?
The University of Surrey is organising this research and it is funded by 
• NHS Foundation Trust
Who h as reviewed the stu d y?
All research in the NHS is looked at by an independent group of people called a 
Research Ethics Committee to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed and given a favourable opinion by the Local
Research Ethics Committee.
Further information and con tact details
For any further information or if you have any concerns please contact:
Ms Rebecca Pons (Researcher) 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford, SURREY, GU2 7XH 
Telephone no: 01483 689441 
Email:
(Chief Investigator) 
Consultant Clinical Psychologist 
NHS Trust 
Child & Family Mental Health Service
Tel:
Thank you for reading this information.
P lease contact us as above if you have any questions.
If you  w ould like to  take part, p lea se  fill in and sig n  the c o n se n t form and the  
availability slip  that cam e with this information and sen d  it to u s  (using the 
ad d ressed  en v e lo p es  en clo sed ) at:
Rebecca Pons, Department of Psychology, University of Surrey, Guildford, GU2 7XH
Information Sheet for Parents/Carers of Young People, Interview Study, Version 2 ,27th July 2009.
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• r  U N IV E R S IT Y  O F
1 S U R R E Y
PA R E N T /C A R E R  C O N SE N T  TO PARTICIPATION
T itle  o f  p ro ject: Y o u n g  p e o p le s ’ e x p e r ie n c e  o f  d e p r e s s io n  a n d  a n x ie ty
S tu d y  N u m ber:
N a m e o f  r e s e a r c h e r :  R e b e c c a  P o n s, T ra in ee Clinical P sy ch o lo g ist
Please initial box
1. I confirm  that I h a v e  read and understand  th e  information s h e e t  d a ted  2 7 th 
July (version  2) for the  a b o v e  study. I h av e  had the opportunity to c o n sid er  the  
information, ask  q u estio n s  and I h a v e  had th e s e  a n sw e red  satisfactorily.
□
2 . I understand that m y participation is voluntary and that I am  free to withdraw! I
at an y  tim e without giving any rea so n , without the m ed ica l care  or lega l rights o f |_____j
m y se lf  or m y child being affected .
3 . I a g r e e  to h a v e  an interview lasting up to o n e  hour a s  part o f th e  a b o v e  
study. □
4 . I w ould  like to take part in the resp o n d en t validation s ta g e  w hich w ould  
involve reading and giving co m m e n ts  on  a sum m ary of the findings from the  
data.
□
5. I understand  that quotations from my interview m ay b e u sed  in the write-up  
of the  study but that th e s e  will b e  a n o n y m ised  and I c o n se n t  to this. □
6 . I understand  that m y interview  will b e  aud iotaped . □
N am e o f participant D ate S ignature
N a m e o f resea rch er  D ate S ignature
P aren t/C arer co n sen t form  for otvn partic ipa tion . v2. 27  ' '  Ju ly  2009
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U N IV E R S IT Y  O F
S U R R E Y
N H S Trust
Child & Fam ily M ental H ealth S erv ice
Tel:
22nd January 2010
D e a r ,
Title o f project: Y oung p e o p le s ’ exp er ien ce  o f  d ep ress io n  and anxiety
S tudy number:
I hope that you received our invitation letter dated 4 th Decem ber 2009 inviting you to 
take part in the above study. I apologise if you have already responded. However, if 
you are still considering taking part, I would really value your participation, which 
would take around an hour of your time.
P lease  com plete the enclosed slip and return to us using the free cost envelope by 7^ 
February indicating whether or not you would like to take part in the study. If you 
would prefer not to take part and wish to let us know why there is also sp ace on the 
availability slip for this. This information will help us with our research.
If you have any questions about the study, p lease do not hesitate to contact R ebecca  
Pons , or on
, or myself on the above number.
Thank you on ce again for your time.
Yours Sincerely,
Consultant Clinical Psychologist
Follow-up invitation letter. Version 1, 4th January 2010
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UNIVERSITY OF
S U R R E Y
AVAILABILITY SLIP
Title o f  project: Y ou n g  p e o p le s ’ e x p e r ie n c e  o f  d e p r e s s io n  and a n x iety
S tu d y  num ber:
Y es No
I am  /  W e are interested in participating in the study. □  □
(P le a se  d elete  a s  applicable)
If no, could you let us know why_______________________________________________
If you have answ ered  y e s  ab ove, p lea se  indicate how w e should contact you to 
arrange an interview time:
Child's Name:_____________________________________
Parent/Carer’s  N am e _ _ _ _ _ _ _ _ _ _ _ _ _ _
P le a se  tick to indicate preferred contact method
T elephone number:   □
Email:   □
Post: (Give ad d ress if different from above) □
Which d ays of the w eek  and tim es are b est for us to contact you?
Am Pm
Monday □ D
T u esday D D
W ed n esd ay D D
Thursday □ 0
Friday □ D
Other: ______________________________________________________
R eturn to:
R e b e c c a  P o n s / ,
D epartm ent o f  P sy c h o lo g y , U n iversity  o f  S urrey, G uildford, GU2 7XH
Invitation letter for young people, Version 2, 10,b August 2009
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DEMOGRAPHIC INFORMATION
Age:
Profession:
Ethnicity:
Age of children:
Marital status:
Duration of child’s mental health difficulties:
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INTERVIEW QUESTIONS FOR PARENTS/CARERS
Preliminary
Thank you for agreeing to take part. I’m trying to find out how parents/carers of 
children with worry and low mood understand their child’s experiences. I’m 
interested both in how parents think their child has experienced and understood worry 
and low mood but also the experience of the parents themselves. The interview 
should take up to an hour. Just let me know if you don’t want to answer a question or 
want to stop at anytime. I will be audiotaping the interview so I can transcribe it later. 
The information you give me will be anonymised in the write up of the research.
Start
1. What led you to come here to (CAMHS)?
Prompts: What were you thinking/feeling at the time?
What do you think your child was experiencing at that time?
How were you, your child, and your family managing at this time?
Now
2. And now, how do you feel about the ‘things’ (use their words) which 
led you to come to (CAMHS)?
Prompts What has been your experience of the ‘things’ (use their words) your
child has had?
What do you think your child’s experience has been?
Why and how it happened if been a change?
3. Have you noticed any changes in your child, you, your family as a 
whole since you came here or since the ‘difficulties’ (their words) 
started?
Prompts Has your perception of the ‘difficulties’ and how your child and you have
managed them, changed since they started?
Why and how do you think these changes occurred?
End
4. What do you think might have led to these changes?
5. How do you see the future for you, your child and family?
6. What would you do if you have concerns in the future?
7. What advice would you give to parents in a similar situation?
8. Is there anything else you would like to add which might help me 
understand your child’s and your experience of the thing better?
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Extracts from a transcript
Please find below selected extracts from one transcript to illustrate line by line 
coding. The line numbers are not accurate due to different margins in this document 
to the original transcript. Otherwise the transcript has not been changed in any way.
Extract 1
294 I: Yeah, Do you think her perception o f howto
295 deal with things has changed or?
296 Yes coz she can deal with it, she does deal with it Dealing with it-
297 now, whereas she would, I don’t think she knew. increasing
298 she didn’t know what the problems were or what the knowledge of
299 components of why she felt the way she did were problems and
300 whereas now perhaps she’s more able to isolate erm triggers, allowing
301 or identify with the things that are triggers for her. reassessment and
302 or things that she finds too difficult so that she can coping.
303 reassess her thinking.
304 I: How do you think that’s come about?
305 That’s fCAMHS worker), the work that fCAMHS Changing due to
306 worker) has done with her so. consistent
307 I: Oh yeah. professional help
308 I’m not quite sure what her title is after all this time
309 but she’s the person that’s worked with X fairly
310 consistently over the last two years........... She’s
311 brilliant.
312 I: Um why do you think that meeting with her
313 helped or how did it help?
314 Because fCAMHS worker) has shown her um Professional
315 change is possible, you can make change, this is instilling hope.
316 how you can deal with these situations, she’s just Changing
317 given X an education in mental health basically and perspective, learning
318 how to view things differently and how to learn about emotions,
319 about her emotions I think mental health
320 I: In terms o f um do you think things have
321 changed then since the beginning, the start?
322 Yes they have changed. X can deal with a lot more. Increased coping
323 She can cope with a lot more. It’s iust when a lot of capacity (resilience?)
324 stressors come at the same time she can’t cope. with stressors
325 whereas originally perhaps or, as she’s been
326 growing up um, as she’s grown up, events have
327 become further spaced as she’s learnt to deal with
328 things, whereas originally an individual event might
329 spark her, might you know, might might start the
330 cycle of her feeling really bad about herself. Now it
331 will take lots of things to get her because she can
332 actually dismiss things
333 /:  Ok.
334 and see them for their true value perhaps. But if
335 things come together.....
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Extract 2
411 I: And these sort o f questions are looking into the Striving for academic
412 future. How do you see the future for you and X? success in immediate
413 At the moment because she’s doing her A-levels future
414 and she’s got university annlications and she’s got
415 university interviews coming up and she’s not very Uncertainty/
416 well at the moment and got to do her exams, I’ve unpredictability
417 got no idea. I’ve got no idea what the future holds Mothers desired future
418 for her. Um I would like the future to hold for her is for happiness,
419 hanniness and the ability to recognize her recognizing triggers,
420 depression much earlier on. Not let it sneak up on seeking help and
421 her without, or to know how or have the energy to coping.
422 take control of it bv informing others about it earlier
423 on in the process, that’s what I’d like for her
424 I: Do you mean other people that she knows?
425 So that she can call for help. Mother’s desired
426 I: Oh ok future- reduced
427 Self-discovery and ability to see what her triggers occurrence or
428 are. Perhaps it won’t occur as much in the future elimination but feeling
429 but it depends how you view depression I suppose, that uncertainty
430 whether you, nature nurture stuff, but you know, I
431 wish for her very much the future her future will be
432 a happy one without any depression in it. But in
433 practical terms I have absolutely actually no idea at
434 the moment.......
435 I: What were you saying about nuture and nature?
436 Well is it something you carry with you or is it the
437 environment in which you’re placed, the
438 experiences that your parents provide for you, you
439 know?
440 I: So that will affect whether or not she’s . .. ?
441 Which one, is it both, is it one is it the other?
442 I: And how would that influence her future
443 experiences?
444 If she’s living somewhere else, will she he a Uncertainty whether
445 different person from the experiences she’s had. different context will
446 Strengthen her, will she be able to cope with all the strengthen or trigger
447 stressors, will be iust far too much for her? relapse
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INTERVIEW QUESTIONS FOR PARENTS/CARERS
Preliminary
Thank you for agreeing to take part. I’m trying to find out how parents/carers of 
young people with worry and low mood understand their child’s experiences. I’m 
interested both in how parents think their child has experienced and understood worry 
and low mood but also the experience of the parents themselves. The interview 
should take up to an hour. Just let me know if you don’t want to answer a question or 
want to stop at anytime. I will be audiotaping the interview so I can transcribe it later. 
The information you give me will be anonymised in the write up of the research.
Start
1. What led you to come to (CAMHS)?
Prompts: What do you think your child was feeling and thinking at that time?
How was your child managing at that time?
Now
2. And now, how do you feel about the ‘things’ (use their words) which 
led you to come to (CAMHS)?
Prompts: How do you think your child feels about the things which led them to
come here?
How and why this change/process occurred?
What effect is this change having?
3. Have you noticed any changes in your child since the ‘difficulties’ 
(their words) started?
Prompts: How do you think these changes came about? What do you think
might have led to these changes?
End
4. How do you see the future for your child?
5. How do you think your child sees the future?
Prompts: Do you think their views of the future have changed since the
difficulties started?
How and why?
6. What would you do if you have concerns in the future?
7. What advice would you give to parents in a similar situation?
8. Is there anything else you would like to add which might help me 
understand your child’s and your experience of the thing better?
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Rebecca Pons
«Addressee»
«Address JLine_l »
« Address_Line_2»
«Address_Line_3 »
«Addiess_Line_4»
« Address_Line_5 »
«Address_Line_6»
Dear «Addressee»,
Title of project: Young peoples’ experience of depression and anxiety
Study number:
Thank you very much allowing me to interview you for the study. I am writing to send you a 
short summary o f  my analysis o f  the interview data, that I obtained from you and the other 
parents, to see i f  you would like to provide feedback about it,
I have now analysed all the parent interviews that I undertook. In these interviews you and the 
other parents told me about how you thought your child had experienced worry and low  
mood, and also about your experiences as well. Using the information you provided, I have 
built a model o f  how young people and their parents experience low mood and worry.
Please see the enclosed summary o f  the model on the second and third page o f this letter, and 
if  you would like to provide feedback, please fill out and return the feedback form on the 
fourth page. Please return the feedback form by the 9tb June 2010, using the freepost 
envelope addressed to me (you do not need to use a stamp).
I would really value your feedback as it will enable me make the existing model more 
accurate, in terms o f  what parents really think and feel. If you have any queries, do not 
hesitate to contact me on 01483 689 441, r.pons@surrey.ac.uk.
Thank you very much for your time.
Yours Sincerely,
Rebecca Pons
Trainee Clinical Psychologist 
Respondent Validation, Version 1,25* May 2010
Department o f  Psychology 
University o f  Surrey 
Guildford 
GU2 7XH
26th May 2010
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A MODEL OF YOUNG PEOPLES’ EXPERIENCES OF LOW MOOD AND WORRY
The model is divided into stages but the stages do not necessarily follow each other in order. 
The first stage o f  the model is reaching a crisis point.
At some point the young person was unable to hold the problem alone for any longer. There 
was a sense that the distress they were experiencing was overwhelming and unmanageable, 
and that they were unable to cope. This experience was displayed in different ways: wanting 
to die, displaying rage, frustration and anger and/or being unable to function because o f  their 
low mood/and or anxiety. Some children attributed catastrophic meaning to their experiences, 
for example, that they might be going mad or that panic meant that they were dying.
The second stage is recognising a problem.
With this culmination o f emotional distress, parents recognised that there was a significant 
problem, and that is when they sought outside professional help. A number o f  elements 
affected parents’ ability to recognise a problem. Some parents expressed difficulty 
determining what normal behaviour was in adolescence and what was something more than 
that. Also, some young people seemed to hold the problem secret and failed to disclose. 
Finally, recognition o f  a problem was influenced by whether the parent had experienced low  
mood or anxiety themselves.
The third stage is being helplessly affected by it/not coping.
At this point in time the child was being helpless affected by the problem, feeling out o f  
control and not coping. Parents also felt powerless and helplessness, and did not know what to 
do. This was a difficult feeling for parents as it was felt to be part o f the parental role to make 
things better for their child. Young people may also have felt that they were not being 
understood by others, including their parents and school.
All young people experienced social isolation at some point. This might be because there was 
disruption to their school attendance, which physically isolated them. They may also have had 
difficulties socialising and going out because o f  their low mood and anxiety. Further, they 
may have been isolated by a sense o f  feeling different from other young people and struggling 
to fit in with them
The fourth stage is seeking professional help.
There was a sense that once parents recognised a problem they were unable to manage within 
the family, they sought outside help from professionals. Some parents did not solely seek help 
through CAMHS, but sought other avenues for help, including hypnotherapists and other 
alternative therapies. There was a sense that for some parents, seeking outside help became a 
fight to get heard by services.
At this point, experiences o f  families seemed to divide along two lines, with some parents 
feeling that since their attempts to get outside help, there had been no changes in the 
difficulties, and other parents feeling that progress was made. For those parents who felt that 
there were no changes, they felt that their child was very much still caught up in low mood 
and worry, and that CAMHS had not helped with this. This may have been because they felt 
they had had little input for CAMHS, or they disagreed with the focus o f  the work by 
CAMHS. These families still felt caught in the low mood and worry and remained in the early 
stages o f  the model- still feeling quite powerless and not coping.
Respondent Validation, Version 1 ,25th May 2010
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The fifth stage is starting to deal with it
Other parents noticed changes in their child following professional input. There was a process 
o f  young people and their parents finding out what the difficulty was, and possibly being 
given a diagnosis, which allowed them to understand better about the difficulties. Parents 
often took on a role o f  advocating for their child, for example negotiating with school that 
their child would need to be on a reduced timetable. This advocating, together with parents’ 
better understanding o f  the difficulties, and input from professionals, allowed the young 
person to feel more understood. Finding out about low mood and worry, together with being 
linked in with other people with similar experiences, allowed young people to feel less alone. 
Meeting with professionals also enabled young people to develop strategies to deal with low  
mood and worry better, by having more insight and awareness, and being able to identify 
triggers and cycles.
These changes allowed a move towards dealing better with low mood/worry. This did not 
mean no longer having low mood or worry, but sometimes being able to cope with it better, 
although at other times it may still overwhelm them. Some young people also begun to fight 
against low mood and worry, pushing themselves to do things that they would not have done 
before. Parents influenced this process by determining how much to push their child to do 
things. Some young people also then begun to re-engage with life, moving away from 
isolation, and there was a move towards finding ways for the young person to be successful 
by focusing on their strengths, which might mean a move away from pressure to obtain high 
academic goals.
The above model is a summary o f  the findings but hopes to capture the majority o f  
experiences that parents talked about. I also asked you questions about how you saw your 
child’s future and how you thought they saw their future. This led to the following theme:
The hoped for future
Parents felt that there was some uncertainty about their child’s future. Although parents held 
hope that their child would not continue to experience low  mood or worry in adulthood, the 
majority felt that they might do, although others felt that it might be a stage that the child 
would grow out of. For the parents who felt low mood and worry may occur in the future, 
they hoped that their child would develop the skills to cope with it and manage it better, for 
example, being able to recognise the signs before it crept up on them. They also hoped that 
their child would be able to have an independent life, being able to work, have increased 
confidence and set up home by themselves. It was difficult to know what young people might 
want for their future, as the young people seemed quite focused on the present, but a number 
o f  young people were striving for academic success, and parents felt that sometimes they and 
their child might have different wishes for their future.
Respondent Validation, Version 1 ,25lh May 2010
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FEEDBACK FORM
What do you think about the above summary o f the findings?
Do you think that the model accurately reflects yours and your child’s experiences o f  their 
low mood and/or worry? If not, can you tell me in what ways it does not?
Is there anything that you would take away from the model?
Is there anything that you would add to the model?
Are there any further comments or suggestions that you would like to make?
Please return this form to me in the freepost envelope enclosed (you do not need to put 
on a stamp). Thank you for your feedback!
Respondent Validation, Version I, 25th May 2010
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Appendix 12
Summary of Charmaz’s criteria for evaluating grounded theory studies
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Charmaz’s criteria for evaluating grounded theory studies (2006, pp.182)
Credibility • Has your research achieved initimate familiarity with the setting or 
topic?
• Are the data sufficient to merit your claims? Consider the range, 
number, and depth of observations contained in the data.
• Have you made systematic comparisons between observations and 
between categories?
• Do the categories cover a wide range of empirical observations?
• Are there strong links between the gathered data and your argument 
and analysis?
• Has your research provided enough evidence for your claims to 
allow the reader to form an independent assessment- and agree with 
your claims?
Originality • Are your categories fresh? Do they offer new insights?
• Does your analysis provide a new conceptual rendering of the data?
• What is the social and theoretical significance of this work?
• How does your grounded theory challenge, extend, or refine current 
ideas, concepts, and practices?
Resonance • Do the categories portray the fullness of the studied experience?
• Have you revealed both luminal and unstable taken-for-granted 
meanings?
• Have you drawn links between larger collectivities or institutions 
and individual lives, when the data so indicate?
• Does your grounded theory make sense to your participants or 
people who share their circumstances? Does your analysis offer 
them deeper insights about their lives and worlds?
Usefulness • Does your analysis offer interpretations that people can use in their 
everyday worlds?
• Do your analytic categories suggest any generic processes?
e If so, have you examined these generic processes for tacit 
implications?
• Can the analysis spark further research in other substantive areas?
• How does your work contribute to knowledge? How does it 
contribute to making a better world?
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